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A circle of old friends ... worth keeping! 


REG. TRADE MARK 


AVAILABLE IN 


Dentists, more interested to-day than 
ever before in prolonging the useful- 
ness of their instruments, are turning 
in ever-increasing numbers to Metaphen 
Disinfecting Solution where the cold 
disinfection of instruments is practi- 
cable. For Metaphen Disinfecting Solu- 
tion does not injure temper or finish, 
not pit or dull cutting edges, and thus 
eliminates the wear and tear of frequent 
resharpening. @ This widely used agent 
requires a minimum of attention and 
may be relied upon in the absence of 
much blood and exudate to kill com- 
mon vegetative pathogenic bacteria 
(except tubercle bacilli) in about. 


ten minutes. Instruments removed 
from the disinfectant are ready for 
immediate use without rinsing or dry- 
ing, since Metaphen Disinfecting Solu- 
tion is non-irritating to the skin and 
oral tissues, and does not leave a 
gummy deposit to interfere with the 
free action of hinged or jointed instru- 
ments. @ In addition, when instruments 
are cleaned before immersion, the solu- 
tion remains clear and stable, and may 
be used over an extended period with- 
out marked decrease in efficiency. 
e Why not order a supply to-day? 
ABBOTT LABORATORIES 
(Australia) Pty. Limited 
Box 3698 G.P.O. Sydney 
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CRYLIC TEETH 


Where acrytic Teeth are PREFERRED 


more and more dentists are thinking in terms of Natucryl.. 


This is because their quality goes hand in hand with service. 
* The unique method of fabrication closely simulates the 
structure of natural teeth.* Because they are more widely stocked 
it pays to specify Natucryl for prompt and efficient service. 


Available at Regular Dental Supply Houses 


SOLE WHOLESALE DISTRIBUTORS: 


THE AMALGAMATED DENTAL CO. LTD. 
MELBOURNE SYDNEY 
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HUE 
Selector Asso 


The case is made of 
wood, well finished and 
attractively stained, and 
is completely free of 
advertising matter. 
Both the case and the 
teeth are manufactured 
in England, 


This Assortment contains an “‘ Anatoform” New Hue Vitality Scale, a 
Selection Rim, and 22 sets of six ““Anatoform’’ New Hue Teeth. All 
shades in the Vitality Scale are represented, arranged in the four age 
groups which are now so firmly established with the profession. 

Although consisting of usable teeth, the Assortment is primarily 
designed to assist practitioners in the chairside selection of shades and 
forms. It should, therefore, be kept intact, the shade and mould decided 
upon being drawn from the “Anatoform” New Hue ‘Service’ Assortment, 
full particulars of which can be obtained on request. 

The “ Anatoform’ New Hue Selector Assortment represents a 
sound investment for practitioners and a valuable aid in the simple 
application of a system in which there are no redundant shades or moulds. 


Manufactured under patented processes for 
THE AMALGAMATED DENTAL CO. L{MITED (INCORPORATED LONDON, ENGLAND) 
124 Exhibition Street, MELBOURNE and at 160 Castlereagh Street, SYDNEY 
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THEY ARE STRONG * “ADHESIVE” * DURABLE 


ZINC CEMENT IMPROVED 


Outstanding among zinc phosphate cements 
for its great strength, holding power, and 
durability. Use it for cementing gold crowns, 
bridges, inlays, orthodontic bands, for dressing 
seals, liners, steps, or bases under inlays, 
silicate and amalgam fillings requiring pulp 
protection, also for permanent fillings in de- 
ciduous teeth, and temporary fillings in per- 
manent teeth. 


SILVER CEMENT IMPROVED 


(2% silver phosphate) Anodyne 
Has the strength, holding power and durability 
afforded in Zinc Cement Improved plus the 
extra germicidal protection of silver phosphate. 
Indicated for cementing gold crowns, gold in- 
lays in posterior locations, for temporary fill- 
ings, and for liners, steps or bases in posterior 
locations when close proximity to the pulp 
limits excavation, and when a potent, self- 
limiting germicide, and anodyne action is de- 
sired. Turns dark grey on exposure to light. 


RED COPPER CEMENT 


(25% red copper oxide) 


Indicated for children’s dentistry, temporary 
fillings in permanent teeth, dressing seals; for 
cementing gold crowns and gold inlays in pos- 
terior locations when a germicidal cement is 
desired. 


S. S. WHITE DENTAL CO. OF AUSTRALIA PTY. LTD. 
Distributors of S. S. White Trade-Marked Products 


T. & G. MUTUAL LIFE BUILDING, 
Cur. PARK and ELIZABETH STREETS, SYDNEY, N.S.W. 
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THE SILICATE 


improve? 


resistance to oral tuids 


Y Correct opacity 

WV Minimum number of powders with max 
mum matching range 

Y Tooth colors match 9 out * 10 cases 
withou! blending 

oY Simplified color mixing, an an 
inserting techniques 


Complies with A.D.A. No. 


The S. S. White Company of Australia Pty. Ltd. 


T. & G. Mutual Life Building 
cnr. Park & Elizabeth Streets 
SYDNEY, N.S.W. 
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PRESTIGE 


It was in the year 1846 . . . over one 
hundred years ago... Flavelle Bros. 
began business at 340 George Street, 
Sydney. 


They were the first in Australia to make 
a study of the material requirements of 
the Dental Profession. 


To-day—Flavelles Dental Pty. Ltd.— 
an organisation of experts who are 
always ready to make available to you 
the benefit of their years of experience. 
They will study your needs, make re- 
commendations, and give you practical 
advice without obligation. 


FLAVELLES 


PTY. tro. 
SYDNEY, MELBOURNE 
and NEWCASTLE 
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If you have a problem— 


Our experience is at 
your service 


Whether it be of supply or of any other Dental necessity, 


WE CAN HELP YOU 


Do you wish to sell a practice ? 
Do you wish to purchase a practice? 


WE HAVE BUYERS AND 
SELLERS ON OUR BOOKS 


NEEDS AND PROBLEMS OF STUDENTS AND 
GRADUATES GIVEN SPECIAL ATTENTION 


Still Your Dental House ”’ 


Milne Browne & Co. Ltd. 


Sydney: 114-120 Castlereagh Street - - ‘Phone M 4891, 5 lines 
Brisbane: 235 Edward Street - - - ’Phone B 6617 and B 8761 


Telegrams: Milnebrown 
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The Jendent 
instrument cabinet 


@ Single (as Illustrated) or Double. 

e@ Accessible handles for drug cupboard. 
@ Modern streamlining facilitates cleaning. 
@ Recessed kickplate. 

e@ Immediate delivery. 


ENNINGS PTY. 


3 
e 


The Dental Journal of Australia, June, 1950 


dental cabinets . 


The Paramount 
cabinet sterilizer 


@ Foot lever control. 

e@ Cast bronze boiler. 

@ Fully automatic heat control. 
@ Interior lighting. 

e@ Immediate delivery. 
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brush dentists 
can recommend 


e A tooth brush that will meet your exacting 


: specifications both in quality and design. A 
product with the same high standards of other 
Johnson & Johnson Dental supplies. Recom- 


mend it to your patients. 
Professional 


PTY. LTD. SYDNEY. 


4 TOOTH BRUSH 

q Brushing head — one inch 
E long. Two rows of bristles 


—six tufts to a row. Each 
tuft 7/16 inch in length. 
Uniformly serrated. De- 
signed for proper gum 
massage. Bristles — Nylon 
No. .014—the grade and 
diameter best suited to a 
professional brush. Straight 
handle with strengthened 
neck, 
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Yes, your patients do think! And on their thinking, to 

a large extent, depends the goodwill of individual practice. 

That is why more and more dentists are recommending 

Fasteeth to aid patients in denture retention. Fasteeth 

is not made to “stick” the plate in the mouth, but to help 

maintain the peripheral seal which is a fundamental 

necessity in this respect. A carefully blended combination 

of gums ensures this function, making it cohesive rather 

than adhesive. Yes, indeed, you can recommend Fasteeth HOLDS 

to your patients with confidence. DENTAL PLATES 


FIRMLY 


DISTRIBUTED BY 


CLINTON - WILLIAMS 
PTY. LTD. 


ROTHSCHILD AVE, ROSEBERY, N.S. W. 


NOTE: The Fasteeth pack now has a special finger-tight lid. When 
this is removed, a perforated top is revealed that enables a quick, even, 
economical distribution of FASTEETH Powder over all parts of dentures 
that contact the gums and the roof of the mouth. Professional samples 
available on request. 
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Are you in doubt where to spend 
YOUR NEXT HOLIDAY? 


Then come to the 


GOLF HOUSE, BUNDANOON 


(Southern Highlands) 
Now owned by E. Schick (late oi Vitallium) 


THE IDEAL HOLIDAY RESORT FOR THE PROFESSIONAL MAN. 


EXCELLENT CUISINE. 
OWN FARM PRODUCTS FROM 200 ACRES OF LAND. 


OWN FIRST-CLASS, 9-HOLE GOLF COURSE. 
(Length 3,029 yards, Par 36.) 


TENNIS 
IDEAL WALKS AND DRIVES IN MOUNTAINOUS SURROUNDINGS. 
GARAGE ACCOMMODATION. 


TARIFF FROM £5 PER WEEK (including Golf Fees). 


OPEN ALL THE YEAR 


Write or ‘Phone the Manager, Golf House, Bundanoon. Bund. 15. 
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make whatever contribution we 


can to the promotion of dental 


health and to the education of 


the people in the need for pro- 


fessional supervision in the 


maintenance of dental hygiene. 


BRISTOL-MYERS COMPANY PTY. 


BI24-49 
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“G & G ALLOYS” 


Thirty Years of Application throughout Australia and 
Millions of Fillings to Recommend Them. 


ALLOY 


Obtainable from 
Your Dental Depot 
or Direct from Manufacturers 


GLOVER & GOODE PTY. LTD. 


Manufacturers of Dental Golds, Resilo, Impression Compounds, etc., etc. 


The only 
Dentists’- Design 
Toothbrush 


NADA is the only toothbrush in 

Australia designed by a committee 

of eminent Australian dental author- 

ities. It cleans every facet of every tooth 

and, being made of the highest-grade nylon. 

it retains its firmness over a considerable period of use. 


1°6% 


90° 
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For 


The Relief of Pain 
ANGESIL TABLETS 


(D.H.A.) 


ANGESIL TABLETS 


are particularly effective in controlling post operative pain 
following dental extraction or surgical procedures, and for 
the relief of pain prior to the commencement of dental treat- 
ment. 


READY DISINTEGRATION insures quick response, while the 
‘ynergistic action of the aspirin, phenacetin and codeine prolongs 
the effect, thus reducing otherwise heavy dosage. 


Each tablet contains aspirin gr. 5, phenacetin gr. 4, codeine 
phosphate gr. 1/8. 


AVAILABLE IN : 


Original tubes of 10 and 20 tablets to 
fill your prescriptions, or in special dental 
pack of 250 for the surgery. 


Distributed by the Companies comprising 
DRUG HOUSES OF AUSTRALIA LTD. 


namely : 
A. M. Bickford & Sons Ltd. Adelaide 
Elliotts & Australian Drug Pty. Ltd. bin nee Sydney 
L. Fairthorne & Son Pty. Ltd... ... Launceston & Hobart 
Felton Grimwade & Bickford Pty. Ltd.... ... Perth & Kalgoorlie 
Felton Grimwade & Duerdin Pty. Ltd. «+ « Melbourne 


Taylors Elliotts Pty. Ltd. ... Brisbane, Rockhampton & Townsville 
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THE STRENGTH OF ACRYLIC REPAIRS 


Albert L. Ware, B.Sc. (Melb.)* and Alan R. Docking, M.Sc. (Melb.) A.A.C.I.* 


An improved technique for the repair of acrylic dentures based on labora- 
tory tests on transverse strength specimens is described. New features include 
the elimination of all sharp angles in the repair joints and a method for ensuring 
positive pressure on the repair material while curing. Practical recommenda- 
tions are also made in regard to wax elimination, the use of acrylic cement, the 
condition of the acrylic mixture for packing, and a suitable curing treatment. 


In view of its importance, it would be expected that a detailed procedure 
for the repair of acrylic dentures would be provided in any modern treatise on 
dental prosthesis. This, however, is not generally the case for the significance 
of important factors is frequently neglected. In available text-books, where 
special mention is made concerning it, the subject is treated in several different 
ways. 


Firstly, some writers have given a full outline of the repair of vulcanite 
dentures and then without experimental confirmation indicated that this pro- 
cedure with some modification as, for instance, the elimination of dovetails 
and other mechanical interlocks, was suitable for acrylic resins. 


Others again, after describing in full the making of a complete acrylic 
denture have assumed, perhaps with some reservations, that this should likewise 
apply to a repair in the same material. 


On the other hand, Vernon-Benshoff Co. from the inception of its trade 
periodical Vernonite Work Bench in 1942 has consistently directed attention 
to various factors peculiar to denture repairs with acrylic resins. These 
include the curing treatment at 160-165°F. to prevent warping, the use of 
monomer on the joint ends for wax removal and better adhesion, the cooling 
rate of the flask, and other factors. 


*Commonwealth Bureau of Dental Standards, Melbourne University. 
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In 1943 a comprehensive and well-illustrated procedure for acrylic repairs 
was presented’, but, apart from Tylman and Peyton? who have reproduced the 
information, this systematic approach to the problem has not received the 
attention it deserves. 


Various workers have attempted, with the aid of experimental data, to 
assess the effectiveness of some of the factors involved. Their work will be 
discussed in more detail throughout this paper. 


Having noted the claims of Vernon-Benshoff Co.* that acrylic repairs could 
be effected with a strength equal to or greater than that of the original, the 
data presented by Osborne* showing high transverse strengths, and various 
references to the apparent ease of effecting a satisfactory repair with methyl 
methacrylate resin, it would appear that such repairs should present no 
difficulty. 


In this Laboratory, however, at the commencement of this investigation 
the indications were that for the available brands cured after the various 
methods recommended and with meticulous care in preparation, the best that 
could be achieved for the transverse strength of repairs was from 3 to ? the 
strength of the original. This conclusion was the result of over 100 preliminary 
tests on specimens prepared in the laboratory or by practising dentists whose 
assistance had been sought. 


In view of these results, each ‘step in the repair procedure was examined 
as a possible cause of failure. 


The relevant factors involved were considered to be:—— 


1. The preparation of the ends to be joined. 


2. 


3. The formation of a satisfactory bond between the original material 
and the repair material. 


The removal of the wax. 


The optimum stage for packing the acrylic powder-liquid mixture. 


5. The provision of a positive pressure on the repair throughout the 
curing treatment. 


6. A suitable curing treatment. 


7. The method of cooling the flask. 


To evaluate these factors transverse strength tests were carried out on 
prepared specimens as outlined below. 


1 Vernon-Benshoff Co.—Repair of Acrylic Resin Dentures. Vernonite Work Bench, 
2(12) :2-4, 1943. 

2 Tylman, S. D. and Peyton, F. A.—Acrylics and other Dental Resins. Philadelphia, 
J. B. Lippincott Co., 1946, pp. 377-86. 

3 Vernon-Benshoff Co.—Strength of Repairs. Vernonite Work Bench, 6(10) :3-4, 1947. 

* Osborne, J.—Transverse Tests on Denture Base Materials. B.D.J., 86:64-7, 1949. 
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TEST PROCEDURE: 


The materials used in this investigation were acrylic resins normally 
supplied for dentures, comprising Co-pol, Kallodent, Methadent, Stellon, and 
Supearl. In the tables to follow these are designated by code letters, not in 
the order listed as it is not intended in this paper to compare the relative merits 
of the available resins. 


The test specimens were prepared and tested for transverse properties in 
the matter described in the American Dental Association Specification No. 12 
tor Denture Base Material, Acrylic Resin, etc.° Briefly, the specified transverse 
test consists of placing a wet specimen of cured resin 65 x 10 x 2.5 mm. over 
a 50 mm. span and subjecting it to a central load, the temperature being main- 
tained at 37°C. The load is increased in a regular manner until the specimen 
breaks, deflections of the centre of the span being read at intervals by means 
of an indicator. 


In this investigation, blocks of acrylic resin 65 x 50 x 3.0 mm. were prepared 
using a curing treatment of 14 hours in water at 65°C., 4 hour to the boiling 
point, then boiling for 4 hour. These blocks were cut into four strips and 
machined to a size approximately 0.10 to 0.15 mm. wider and thicker than 
required for the specified transverse specimens. These specimens were cut or 
broken and the ends to be joined were prepared. The specimens were waxed up, 
invested and repaired according to the conditions decided upon for the various 
tests. When the specimen to be repaired was made with pink acrylic resin, 
clear repair material was used, and vice versa. In this way the position of 
failure could be more easily observed. After the completion of the repair, the 
specimens were machined just oversize and finished to size on 400 mesh 
Hydrodurexil paper. 


The specimens were placed in the transverse testing apparatus always 
loaded with the wider section of the repair upward. This is a relatively severe 
test but the application of the stress is more closely related to that encountered 
in practice than with tensile or compression tests. 


RESULTS AND DISCUSSION: 


The importance of the factors listed as relevant to the strength of a repair 
will now be considered in detail together with the test data obtained. The 
transverse strength results only are considered as the flexibilities (deflections 
at a given load) of the specimens before and after repair were not significantly 
different. 


It should be understood that original and repair strengths quoted in the 
tables are independent as they do not apply to the same specimen; however, 
each series represents tests carried out at the same time and under the same 
conditions. 


5 American Dental Association Research Commission—Revised A.D.A. Specification 
No. 12, for Denture Base Material Acrylic Resin or Mixture of Acrylic and other 
Resins. J.A.D.A., 29:127-30, 1942. 


263 


| | pe 

ay 
: 


The Dental Journal of Australia, June, 1950 


1. Preparation of a Suitable Joint: It has been reccmmended by Osborne®:? 
and Tylman and Peyton? that the broken ends must be prepared by roughening 


AA 


Fig. 1—Repair specimen showing conventional form of joint with sharp edges and 
corners. 


the old material and forming a joint with sharp angles as indicated in “figure 1” 
but it was found that when the specimen was loaded at position B during the 
transverse test, the majority of fractures started at the position marked A at 
the boundary between the old and new material. 

When the new material is being cured between the fixed ends of the old 
material it is evident that the shrinkage due to polymerization of the new material 
will give rise to stress concentrations along the boundary. To distribute this 
stress it is necessary to eliminate all sharp corners and angles where excessive 
stresses might arise. Even when curing the acyrlic resin in boiling water it does 
not sot'ten sufficiently to round off these sharp edges, as can be observed by virtue 
of the clear material. In order to minimise these stress concentrations, the 
form of joint shown in “figure 2” was adopted. Sharp edges were eliminated © 
by finishing with a cotton buff and pumice. Observations of the joint in clear 


j 


Fig. 2.—Repair specimen showing recommended form of joint. 


acrylic between polarizing screen showed stress concentrations around the sharp- 
edged joints only. It is of interest to note that the maximum stress concentra- 
tion in the smooth joint was always observed at the end of the flash on the 
specimen. No systematic check was made for comparative stress concentra- 
tions by the polarized light method* between sharp and smooth joints under 
load, but work on this aspect is in hand. 


6 Osborne, J.—Acrylic Resins in Dentistry, 3rd Ed., Oxford, Blackwell Scientific 
Publications Ltd., 1948, pp. 86-89. 

7 oo ———— Mechanics for Students, 2nd Ed., London, Staples Press, 1948, 
pp. 

8 Horton, E.—An Experimental Investigation of Internal Strains in Pol i 
a Methacrylate as Revealed by Polarised Light. B.D.J., 86:133-42 176-80, 
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Comparison of the effectiveness of the joints is shown in Table 1. It is 
evident from these results that the transverse strength of the smooth joints 
is far superior to that of the joints with sharp edges and corners. It is 
is apparent, therefore, that the type of joint usually recommended in practice 
will produce repairs of inferior strength. 


TABLE 1. 


Mechanical Preparation of Joint. 


(Figures represent transverse breaking load in gm. Those quoted for the 
original material have been obtained at the same time and under the same 
conditions as the repair.) 


Smooth Joint, Fig. 2 
————| Material 
Original 


‘Sharp Joint, Fig. 1 
Repair 


Original 


5,800 3,400 6,000 
6,500 4,500 6,050 6,000 
5,500 6,500 


| | 

8,050 4,500 | 5,550 7,000 | B 
| | 
| 


8,500 4,600 6,000 7,050 
8,500 5,450 


7,100 
7,300 


6,100 | | ,000 

6,800 3,000 ,000 6,500 

7,000 3,500 ,000 6,900 ; 
7,500 3,500 
7,700 4,000 ; 


7,750 


7,400 
8,200 


5,600 


2. Elimination of the Wax: Tuckfield, Worner and Guerin’, Vernon-Benshoff 
Co.': 2°, Osborne?!, and others, consider that it is undesirable to subject a den- 
ture to temperatures approaching that of boiling water owing to the probability 
of warping. Thus wax elimination presents a difficulty. 


Solvents are out of the question because they are almost certain to cause 
crazing and possibly failure of the denture as a consequence. 


® Tuckfield, W. J., Worner, H. K., and Guerin, B. D.—Acrylic Resins in Dentistry. 
Part II. Aust.J.Dent., 47:1-26, 1943. 
10 Se Co.—Repair at Low Temperature. Vernonite Work Bench, 2(3) :1, 
43. 
J.—Internal Strains in Acrylic Denture Base Materials. B.D.J., 82:204-12, 
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Although methods which would cause the whole of the wax to melt are 
described, this is undesirable as wax would spread over the denture and 
investment. 

To remove the bulk of the wax the closed flask is immersed in boiling 
water for 2 to 3 minutes and then stood on the bench for 3 minutes. The wax 
is then soft enough to be lifted out. Any remaining wax is eliminated by 
pouring a stream of boiling water along the repair section. Alternatively, after 
the softened wax has been removed the open flask may be placed in a controlled 
temperature bath held at a temperature of 70°C. for, say, 4 hour. 


Base-plate waxes have a range of melting from 50° to 65°C., and hence it 
will be found in some cases that the latter method is unsatisfactory. A sticky 
residue is also left by some waxes which in spite of the use of boiling water may 
cause failure. To make certain of freedom from wax residue, a swab of cotton 
wool moistened with monomer but without any free-flowing liquid may be used 
to wipe over the ends of the joint.'2, A wash with a weak solution of sodium 
carbonate may also be used, but is not generally recommended because it tends 
to roughen the plaster’. 


Elimination of the wax is more difficult with the type of joint shown in 
Fig. 2, but this can be achieved provided sufficient care is taken and the under- 
cuts are not too extensive. Further work is progressing with the use of 
surface-active agents to reduce the time required for effective wax elimination. 

The results shown in Table 2 indicate that the methods adopted in removing 
the wax, although a little more troublesome, were effective. 


TABLE 2 
Wax Elimination. 


Method of final Transverse Strength, gm. Material 
elimination 


No wax used 5,800 A 
6,000 


Boiling water 5,500 B 
7,500 


Water at 70°C. | 6,000 B 
7,000 


3. Bond between Original and Repair Material: Earlier tests indicated that 
the surface of the hard original material would have to be softened to form a 
bond with the plastic repair material, for even with a clean joint adhesion 
was lacking when no such provision was made. Softening may be achieved in 
two ways, either by the painting of the ends of the joint with acrylic monomer 
or by packing the acrylic repair mixture at an earlier stage than normal. The 
latter alternative is discussed under the next heading. 

Painting the ends of the joint with acrylic monomer was found satisfactory 
if applied with care but crazing often occurred with resultant breakdown 
when excess liquid ran into highly stressed areas. Again, owing to the volatility 
of pure monomer much of it evaporated instead of softening the old material. 


12 Vernon-Benshoff Co.—Repairs that Break. Vernonite Work Bench, 2(2):1, 1943. 
18 Tuckfield, W. J.—Full Denture ee 2nd Ed., Melbourne. The Australian 
College of Dentistry, 1945, p. 217 
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A solution giving greater latitude may be prepared by allowing to stand 
for an hour or two a mixture of about four volumes of monomer with one of 
acrylic powder to form an acrylic cement of the consistency of honey. This 
liquid is far easier to control and so can be limited more readily to the prepared 
ends. However, care must be exercised in its use as too much will also cause 
crazing. One thin coating about 5 minutes before packing gives satisfactory 
results. 

From many preliminary results it was concluded that, when the acrylic repair 
mixture is packed at the normal stage, painting with monomer is essential in 
order to obtain consistently good adhesion. Where the modified method of 
packing to be described next is used, painting with acrylic cement appears, from 
the results shown in Table 3, not to be so essential, but is advisable as a precaution 
against possible failure through a weak bond. 


TABLE 3 
Treatment of the Ends of Joint 


(Figures represent transverse breaking load in gm.). 


Original | No Monomer Monomer Acrylic Material 


Material Cement 


5,900 3,100 4,500 E 
5,450 7,000 


4. Optimum Time for Packing: In addition to the use of a softening agent 
as outlined in the previous section, it is reasonable to expect that if the acrylic 
mixture is packed into the repair when it is first mixed the old material will : 
be softened by the monomer at the same time as the powder particles are under- ' 
going dissolution. This may be theoretically sound, but in practice the excess 
monomer will often ruin the specimen through crazing. 


However, it was found that the best results were obtained if packing was 
carried out at the early dough stage while still sticky just before the usual 
denture packing stage is reached. At this stage the acrylic mixture is a little 
more difficult to handle but the extra strength is worth the trouble. On the 
other hand, as already indicated, if the acrylic mixture is packed too early, 
excess monomer is squeezed out and the repair will craze along the monomer 
“tide-line.” The very fast setting resins are not suitable for this procedure. 


The results of a short series of tests are included in Table 4. The set of 
figures for material A is not comparable with the other reported results as the 
procedure discussed in the next section was not then being used, but it never- 
theless indicated the most satisfactory time of packing. It will be realized, of 
course, that this recommendation applies only to repairs where the small amount 
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of resin involved would not give rise to porosity through the exothermic reaction 
as would be the case with a denture. 
TABLE 4 


Stage of Packing 
(Figures represent tranverse breaking load in gm.) 


Stringy Dough Material 


4,400 3,200 A 
5,250 3,400 


6,500 5,000 Cc 
7,000 5,400 


5. Provision for Positive Pressure during Curing: How to produce and 
maintain a suitable pressure on such a small portion of the denture as covered 
by the repair was a difficult proposition which, however, was solved by the 
following procedure :— 

(a) The repair was trial packed under pressure with little excess to ensure 

the filling of all recesses. 

(b) Excess material was then added so that, on closing the flask with 
moderate pressure, about 1/16th inch flash spread over the area to be 
repaired. The excess beyond the repair was then trimmed off. 

(c) The flask was closed again without pressure and left until the acrylic 
repair had reached the hard dough stage. The cellophane was then 
removed and full pressure applied. 

(d) After five minutes the repair was cured. 

It was only after this procedure had been adopted that the strength of the 

repair was equal to or approached that of the original material. The great 
improvement in strength obtained is indicated in Table 5. 


TABLE 5 


Method of Packing 
(Figures represent transverse breaking load in gm.) 


Normal Procedure Recommended Procedure Material 


3,400 5,300 A 
4,000 6,050 
4,500 6,500 
5,500 


3,950 6,000 Average of 30 results 
for various materials. 


6. Curing Procedure: The following curing methods were investigated, the 
first three being suggested in the technical and trade literature for curing 
dentures 

(a) Heat flask in water at 70°C. (160°F.) for 24 hours. 

(b) Place in cold water, raise to boil in 4 hour then boil for 3 hour. 

(c) Place in boiling water and boil for 10 minutes. 


3,400 
4,000 
4 
| 
> 
— 
> 
$ 
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(d) Place in boiling water and boil for a relatively long period (4 hour 

or 1 hour). 

The recuring of a denture in boiling water has been demonstrated by a 
number of workers! * 1! to give rise to shrinkage or warping. This occurs 
progressively each time a denture is flasked, heated and cooled owing to the 
thermal contraction of the acrylic resin after having been forced to conform to 
the rigid mould cavity during thermal expansion. Progressive shrinkage only 
occurs each time a new model is cast. 

To minimise this shrinkage Vernon-Benshoff Co.'* and Osborne’! have 
shown that a maximum curing temperature of 70°C. (160°F.), which is below 
the so-called softening temperature, should be used for repairs. 

On the other hand, Vernon-Benshoff Co.!° have given evidence to show that 
to cure a full denture in a reasonable time and without porosity a minimum 


TABLE 6 
Curing Treatment 


Water bath conditions for cure Transverse strength, gn. | Material 


(a) 70°C. for 24 hours ... ‘ae 6,500 
6,700 
6,800 
7,000 


Cold to boil in + hr., then boil 5,500 
for } hr. 4 6,500 


Boil for 10 min. (actual temper- 4,800 
ature reached 70- 


Boil for 4 hour 


Boil for 1 hr. ... 


14 Vernon-Benshoff Co.—Some Effects of Reprocessing Polymerised Vernonite. 
Bench, 6(4) :1-3, 1947. 
19 Vernon-Benshoff Co.—Don’t Cure at less than 160°F. Vernonite W 
AD, 1946. e ork Bench, 
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preliminary temperature of 70°C. (160°F.), is required. The explanation given 
is that for the quantity of acrylic resin in an average denture, the peak due to 
exothermic heat in the temperature-time diagram is just high enough to give a 
satisfactory initial cure which is then completed by boiling in water after the 
peak has been passed. This curing temperature 70°C. (160°F.) which gives 
rise to the temperature peak in the large quantity of material in a full denture 
would not be expected to give the same result in the small amount of material 
in 2 repair, as there is very little exothermic heat evolved. Thus it was con- 
sidered that a temperature higher than 70°C. (160°F.) might be required to 
give the repair material a satisfactory cure. 


The results included in Table 6 indicate that all treatments investigated 
gave satisfactory strengths, with the possible exception of the 10-minute boil 
recommended by Osborne'?. Because of the danger of warpage the curing 
treatment at 70°C. for 24 hours is recommended. 


The possibility of warping can be further minimised by the cooling treat- 
ment which is considered in the following section. A check on dimensional 
change under these conditions is to be undertaken. 


7. Cooling: Johnson and Matthews'*, and Vernon-Benshoff Co. }}17 have 
shown that it is just as important to cool an acrylic resin correctly as it is to 
cure it correctly. They consider that the slower the cooling rate the lower will 
be the internal stresses and thus the possibility of warping. 

Pending further experimental evidence, the safest method is to bench cool 
fully or, better still, to allow the flask to remain in the curing bath overnight 
after the heat has been turned off. 


RECOMMENDED PROCEDURE FOR REPAIRS: 


From the results presented above there can be little doubt that the proper 
application of the various factors has produced consistently high repair strengths 
as against those produced by the earlier technique. 


From these considerations it is recommended that the following repair 
technique be observed :— 


1. Refit the broken denture and hold the parts together with sticky wax 
and matches or wires'’. 

2. Cast a model. 

“8. Remove the denture parts and prepare a smooth double V_ joint 
(Fig. 2) with 4 to + inch separation. Finish the joint ends on a cotton 
buff with pumice so that all sharp edges are removed. 

Apply an alginate separating medium to the model. 

Replace the denture parts and wax up. 

Invest the model and denture. 

Place the closed flask in boiling water for 2 or 3 minutes and after a 
further 3 minutes remove the softened wax. Pour a thin stream of 


16 Johnson, W. and Matthews, E.—Stress Studies in Acrylic Resins. B.D.J., 
85 (11) :245-9, 1948. 

17 Vernon-Benshoff Co.—How Rapid Cooling Makes Misfitting Dentures. Vernonite 
Work Bench, 8(7) :1-2, 1949. 

18 wirnag mi G.—Complete Dentures, 2nd Ed., St. Louis, the C. V. Mosby Co., 1947, 
pp. 572-84. 
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| boiling water over the joint to remove the last traces of wax, or heat 

_ the open flask for 4 hour in water at 70°C. (160°F.). Remove any 
final traces of wax with a swab of cotton wool moistened with monomer 
but squeezed dry. 


Just prior to packing, paint both ends of the joint with a very thin 
coat of acrylic cement. (1 part by volume of acrylic powder to 4 parts 
of monomer.) Caution: The use of too much cement is likely to cause 
crazing. 


Use the acrylic mixture at the early dough stage while it is just sticky. 
(If packed too early, crazing will result with possible failure of the 
denture. ) 


Trial pack with very little excess under pressure to fill all recesses, 
using wet cellophane. 


Add excess acrylic dough and close the flask with moderate pressure 
so that about 1/16 inch thickness of flash is produced. Trim to the 
limits of the repair. Close the flask without pressure. 


When the acrylic dough has reached the hard stage remove the cello- 
phane and close with pressure. 


After 5 minutes heat the flask in water at 70°C. (160°F.) for 24 hours. 


Remove the flask and bench cool for as long as possible, or turn off 
the heater and allow flask to cool in the water overnight. (Ensure 
that the repair is cold. Remember that the plaster will be warmer 
than the outside flask.) 


Remove denture, trim and polish. 
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A PSYCHO-SOMATIC STUDY INTO THE NATURE, PREVENTION 
AND TREATMENT OF THUMB-SUCKING AND ITS 
RELATIONSHIP TO DENTAL DEFORMITY.* 


A. G. H. Lawes, D.D.Sc. 


PART III. 


11. CASE DISCUSSIONS. 
Case 1, Judith C. 


Judith C. was born on 25th June, 1946, and was breast-fed from birth. 
She made quite satisfactory progress till about 2} months, when she started 
sucking voraciously at her first and second fingers. No method of correction or 
treatment was attempted but at four months she started to lose weight and 
Mrs. C. was advised by the Baby Clinic Sister that her milk was deficient in 
nourishment. Breast feeding was then complemented with cow’s milk and 
Karolac, and the baby very soon picked up and started putting on weight again. 
By 43 months the feeding difficulty had been entirely corrected, baby was pro- 
gressing normally and—very significantly—the finger-sucking which previously 
had been carried on so fiercely now ceased altogether. Breast feeding com- 
plemented with Karolac and cow’s milk continued till 6 months when the process 
of finally weaning from the breast was commenced. At this time, too, Judith 
got her first two teeth. Feeding at the breast was cut down to five minutes at 
each feed, the balance being supplied per bottle, and vegetables were given at 
the 2 o’clock feed. By seven months weaning from the breast was complete and 
cow’s milk and Karolac were given per bottle at each feed, with the addition 
of vegetables at 2 o’clock and porridge at 6 o’clock. 


At 8 months, owing to what appears to have been a misunderstanding 
between Mrs. C. and the Clinic, the 10 o’clock feed was abruptly discontinued 
as the first step in weaning her from the bottle. Judith at once became upset 
at the 10 o’clock feeding time, cried, had difficulty in getting off to sleep and, 
within three days, she had started sucking fiercely at her thumb. 


It appears to me, on discussing the situation with Mrs. C., that the abrupt 
termination of the 10 p.m. feed must surely have been a mistake and, further- 
more, that in all probability this step had been taken too early. All the circum- 
stances were accordingly brought before the Clinic Sister’s notice, who agreed 
at once that some mistake or misunderstanding had occurred. The 10 p.m. feed 
was immediately resumed in full measure but Mrs. C. was instructed to start 
the weaning process again after 2 or 3 nights and to reduce gradually the amount 
of milk given by 1 oz. each night until the feed was finally suspended at 9 months. 


Immediately the feed was resumed, Judith stopped sucking her thumb and 
her restlessness disappeared also. Of equal importance, too, is the fact that 
when, at the end of the gradual process, the 10 p.m. feed was finally discontinued, 


*Portion of the thesis presented in fulfilment of the requirements for the degree of 
Doctor of Dental Science, University of Sydney. Degree conferred October 10, 1949. 
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no thumb-sucking resulted. At the time of writing, Judith was 12 months old 
and had never recommenced thumb-sucking. 

The delicate balance which must be maintained in the sucking-feeding 
routine of the human infant is thus exemplified very clearly in Judith’s case. 
When she started sucking her fingers at the age of three months, she was getting 
all the physical exertion she needed from her sucking, but the nourishment which 
she was obtaining was deficient, and there can be little doubt that, in order to 
satisry an infant’s sucking-feeding instinct, something more than mere physical 
exertion is required. There are several requirements necessary and these must 
all be met in the right way and at the right time. The handling of this 
delicately balanced process of which the sucking act is the core requires the 
closest attention to detail, itor the neglect of one requirement can, and often 
does, result in the whole instinctive drive being unsatisfied and, as a result, 
the infant turns to the substitute sucking of its thumb in its attempt to find 
complete satisfaction. 

If, in Judith’s case, the feeding routine had not been examined and corrected 
immediately the thumb-sucking commenced, it can easily be seen how the act 
would continue night ai'ter night, until it developed into a habit. It can be 
seen, too, how the denial of natural satisfaction for the sucking instinct turns a 
baby’s attention in upon itself. It is able to derive a certain measure of satis- 
faction by sucking its own thumb but, as no nourishment is gained from it, the 
satisfaction is not a real one, but only a fantasy. 

Case 2, Carol C. 

Carol C. was aged 9 years at the time I examined her. The teeth were in 
a bad position, with the upper centrals pulled well torward and the lower incisors 
forced back by the action of the thumb. She sucks her right thumb only, with 
the volar surt'ace uppermost and the fingers clenched and, whilst at home, the 
sucking action is an extremely vigorous one and is almost unceasing. She will 
even suck between courses at mealtime and whilst asleep and, if an attempt is 
made to remove her hand from her mouth whilst asleep, considerable force must 
be used. 


At birth Carol weighed only 3 lbs., was first fed with an eye-dropper and 
then breast-fed. The mother suffered from kidney trouble during pregnancy 
and, in the light of all the circumstances, the saving of the baby’s life was 
regarded as a great triumph and she was greatly fussed over and made much 
of in consequence. She is an only child and, for her first five years, her mother 
shared the responsibility of caring for her with a permanent nurse. 

The mother says that thumb-sucking commenced at birth and has continued 
without slackening ever since. In an endeavour to break the habit, the nurse 
strapped the arms to her sides but the procedure was a complete failure. 
Immediately the strapping was removed, the sucking recommenced. 

Mrs. C. now says that everything she can think of has been tried in her 
efforts to break the habit but all to no avail. She has put mustard, castor oil, 
triple dye, and aloes on her thumb at different times but Carol merely says she 
likes them and goes right ahead with the sucking. Finger-stalls have been 
fastened on the thumb with elasto-plast, but these are bitten through till the 
thumb is bared. 

When her arms were strapped to her sides, she bit chunks out of the blanket 
and chewed them and, when the sheet was turned well down over the blanket, the 
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sheet was bitten through and the blanket again attacked. When the arm- 
strapping ceased, the thumb-sucking recommenced. The mother admits that 
she is over-anxious and at her wits’ end and that she badgers the child cease- 
lessly to try to stop the habit. Carol spends most weekends with her grand- 
mother who also badgers her about the habit. 

Carol is very temperamental and gets very excited, an instance of this 
being the iact that she frequently gets so worked up over the weekly school 
sports day that she returns home with a headache and a rise in temperature. 


At 8 years, splinting of the right elbow was tried. The splint was applied 
every day for three weeks immediately she returned from school, but the result 
was 2 complete nervous upset for both mother and child. Carol couldn’t sleep 
or eat properly and became extremely irritable, and at the end of three weeks 
they were both so tired that the treatment was dropped and, of course, the 
thumb-sucking recommenced. 

The whole situation seems to have assumed the proportions ot’ a major issue 
with resultant nervous tension all round, from which there seems little hope 
of escape. 

I interviewed Carol alone and she seemed a very pleasant, bright girl. 
She said she really wanted to stop her thumb-sucking because she knew the 
harm which she was doing to her teeth but she just could not manage it. 


For a child ot 9 years to suck her thumb as fiercely and as persistently as 
Carol does, a situation is revealed in which very considerable dental and 
psychological damage has already been done, and there is every probability of 
still further harm resulting without any prospect of the habit being dropped. 
It is quite certain, too, that no orthodontic treatment can be attempted until the 
thumb-sucking ceases. 

No doubt there are several reasons why in some children the act persists, 
but one of these reasons is most certainly the misguided interference of well- 
meaning parents and others in their anxiety to break the habit. Very many 
children make their first visit to the dentist at about three years of age and the 
dentist should be equipped to give sound advice as to the correct method of 
handling the situation if at that time thumb-sucking is still indulged in. 

No proper diagnosis, advice or treatment appears to have been given to 
Carol at an early age and, as a result, a mistaken approach to the problem has 
been persisted in for several years. The only results have been progressive 
dental and psychological damage, with the habit more firmly fixed than ever. 
It is surely quite wrong for dentists, on the one hand, to ignore this problem 
until obvious malformation of the jaw results, and then to resort to all manner 
of repressive methods to solve it; just as, on the other hand, it is equally wrong 
for them to over-emphasise the importance of the purely dental aspects of 
thumb-sucking in very young infants and, by frightening parents with the 
alleged dire results, to create a situation of tension about the child which will 
almost certainly result in the very thing they are seeking to avoid, namely, the 
continuance of the habit. 

The dentist, therefore, should possess some sound scientific knowledge of 
child psychology, so that, when his young patients are presented to him with a 
history of thumb-sucking, it will be possible for him to assess the cause with 
some degree of accuracy and to advise the parents accordingly. 
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Carol’s case history shows that she is the only child of an over-anxious 
mother, and over-anxiety on the part of the mother can have disastrous effects 
on the child. 

Zoe Benjamin‘t says:—“The over-anxious mother by her attitude alone 
causes irritability in the child; her nervous tension is conveyed to him and he 
too becomes nervous, irritable and resistant. Serenity and calm, which are 
fundamental to happy child guidance, should be cultivated because the assurance 
and poise which it gives the mother helps her to rise above many ot’ the 
difficulties the child presents. It also has this advantage that, when the child 
realises he has little or no power to rouse her irritation or anger, the desire to 
do so dies away. Her serenity, therefore, gradually brings a greater peace tu 
the child. There are many families in which the mother’s attempt to control 
her own irritability and over-anxiety has changed a disturbed and quarrelsome 
household into a harmonious and co-operative one. If the child is to develop 
normally, he must live in a harmonious atmosphere, he must feel secure in the 
love and understanding of his parents. In such an atmosphere the possibility 
of the formation of bad habits is greatly minimised because the child will be 
happy. The child who is unhappy cannot be good.” 


. From the time she was a tiny, premature, 3 lb. baby, Carol seems to have 
been surrounded by over-anxiety and tension on the part ot her mother. At 
least two causes for the demonstrations of anxiety are known, the first being 
over the possibility of her survival, and the second over her thumb-sucking. 
This persistent tension is very probably the cause of her extreme nervous 
excitability. As regards thumb-sucking, Mrs. C. says that she has “tried 
everything,” including persistent nagging which is still going on. As far as 


this is concerned, it is obvious that the more she nags the more Carol feels the 
need for security, comfort and solace, and the quickest and the easiest means 
available is that provided by sucking her thumb. She regresses to the comi‘ort 
and security which she can obtain from her own body, and the more she sucks 
her thumb the more upset her mother becomes and so the vicious circle goes on. 


An important point to remember, too, is that the nurse, in her efforts to 
break the habit, used to bind her arms to her sides. During infancy the nurse 
would be viewed in much the same light as her mother and any strong feelings 
called forth by the nurse’s actions might very well have become fixed and repre- 
sent Carol’s attitude, not only to her parents as well, but also to teachers and all 
in authority over her. Watson’, it will be remembered, showed that the forcible 
hampering of an infant’s movements called forth instinctive rage and temper, 
and the nurse’s misguided efforts must surely have done this for Carol and 
have planted within her the seeds of a lasting resentment. The child’s method 
of obtaining relief from the tension engendered was to suck her thumb 
immediately the restraint was removed. It is more than likely, too, that the 
act is used, unconsciously no doubt, as a means of revenging herself on her 
mother for the many scoldings, frustrations and indignities she has forced 
upon her. For a parent to show obvious distress at the sight of any act on 
the part of the child is simply to place in the child’s hands a weapon which will 
most certainly be used in retaliation as the need arises. 


No effort seems to have been made to build up Carol’s own desire to drop 
the habit, to strengthen her by means of encouragement and co-operation, and tv 
devise means whereby she could help herself and, yet, there is not the slightest 
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doubt that only through redirecting her energies into a more desirable activity 
and through the building up of her own morale is there any chance of the habit 
being dropped. Mrs. C. relates that her present approach is that, whenever she 
sees Carol with her thumb in her mouth, she says “Thumb,” at which Carol is 
expected to take her thumb out of her mouth. In other words, a command is 
given and obedience is expected, despite the fact that Susan Isaacs! says that 
“there are those sorts of behaviour which are of neurotic origin—nail-biting 
(thumb-sucking), stammering, sleeplessness—not one of these should be treated 
as a question of obedience.” 


Case 3, Janet L. 


Janet L., aged twelve, still sucks her thumb jairly regularly, and her two 
upper centrals are considerably shortened as a result. I pointed this out to 
her and, at the same time, told her that I felt sure that in her own heart she 
wanted to give up her thumb-sucking. My friendly approach immediately 
brought forth a shy admission that this was so. The next step was to assure 
her of every possible help but, at the same time, it was made clear that she 
herseli’ would have to overcome the habit and no one else could do it for her. 
She was immediately made to feel, though, that the problem was well within 
her capabilities by having explained to her the methods by which she could 
handle it. She was given chewing gum and I encouraged her to ask her mother 
for an apple when going to bed. I asked her when else she usually sucked her 
thumb and, when she said at the pictures, she was told that that would be 
easy tc overcome—all that was necessary was to sit next to her mother on the 
let't-hand side(she sucked her right thumb) and during the pictures to chew 
gum or else hold her mother’s hand till the show was over. She was most 
interested and promised to try and carry these instructions out. A complicat- 
ing factor had been her father’s attitude, for he had been misguidedly reprimand- 
ing her whenever he saw her with her thumb in her mouth. It was suggested 
to Mrs. L. that a few tactful words might restrict the father’s activities, and I 
explained the instructions which had been given to Janet. 

Subsequent reports from the mother were that, without any prompting, 
Janet had asked for an apple going to bed and had welcomed the use of chewing 
gum. She had twice been to the pictures and, on the first occasion, without 
any prompting, had sat on her mother’s left as suggested. Early in the show 
she had put her hand to her mouth and then, without any prompting, had suddenly 
taken it away and slipped her arm through her mother’s, leaving it there for 
the rest of the show. On the next occasion, the hand had again travelled to 
the mouth and this time her mother had offered her some chewing gum. This 
was readily accepted and chewed for the rest of the show without any further 
thumb-sucking. 

The struggle still goes on, but all the signs are that Janet, herself is winning 
the battle. There is no tension surrounding it, no upsets, no hard words. It 
is sate to say that she will not only conquer her thumb-sucking but, having done 
se, her character will have grown in stature at the same time. 

It should be noted that two important features are embodied in the sug- 
gested corrective routine, both of which, at Janet’s age, are essential for success. 


21- Isaacs, Susan.—The nursery years, London, George Routledge & Sons Ltd., 1943. 
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Firstly, her interest and active co-operation were aroused and, secondly, 
alternative activities were provided, into which the energy behind the thumb- 
sucking could be redirected. 


Case 4, Andrew D. 

Andrew D., now aged 5 years, was born a few months after his father 
departed overseas with the Army. After being a prisoner-of-war for 34 years, 
the father returned to meet for the first time his son, aged 4. He is a well- 
developed, sturdy youngster who was breast-fed for about 6 months and had 
never at any time sucked his thumb. The father failed at first to understand 
his son and no doubt, too, he was suffering the nervous effects of his long 
captivity. He found it difficult to tolerate the inevitable noise, bustle and 
upheaval in the home where there is a young child. It seems that the father 
made excessive demands for good behaviour and discipline from his infant 
son, and the boy on his part could not understand this intruder who had 
suddenly appeared in the home. He was jealous ot’ his mother’s affections and 
showed signs of considerable emotional strain. To cap it all, shortly after the 
father’s return, both mother and father went away for a holiday, leaving the 
boy in the care otf his grandmother. This seemed to be convincing evidence 
that his mother’s affection and protection had been withdrawn from him and 
it was at this time that the boy started thumb-sucking. His urgent need was 
for love and security, both of which he appeared to have lost, and so he turned 
himself to the sucking act which was so strongly associated with the feelings 
of love and security which he had previously enjoyed to the full, when he was 
an infant in his mother’s arms. He reverted to an infantile practice, because 
by sucking his thumb he was able to escape from a cruel reality into a 
comfortable world of fantasy. 

About twelve months after his father’s return home, a baby sister was 
born and this event, as so often happens, brought with it problems of jealousy 
and the need for careful readjustment. The mother has taken great care to 
try and facilitate the readjustment, but this further disturbance is undoubtedly 
a big factor in keeping the thumb-sucking habit alive. At 5 years of age this 
practice is one that is most difficult to break and it will require considerable 
skill and understanding on the part of both parents before the boy will be able 
to throw it off. 


12. THE QUESTIONNAIRE INVESTIGATION AND BEHAVIOUR OBSERVATIONS. 

Many of the conclusions already arrived at in this thesis need the support 
of practical evidence as to the behaviour of infants and young children and, by 
carrying out an investigation on a large number of children of’ different ages 
and from widely different localities, it was hoped not only to obtain this practical 
evidence, but also to supply the answers to many aspects of the thumb-sucking 
problem which were not previously understood. For instance, it was hoped 
to throw some light on such matters as the influence of sex, age, methods of 
treatment, natural feeding as against artificial feeding, the effects of faulty 
feeding, and the situations in which thumb-sucking is usually indulged. 

Thanks to the ready co-operation of the Lady Gowrie Child Centres and 
the Kindergarten Union of N.S.W., a large number of observations were 
recorded. The machinery of the investigation was by ‘means of a questionnaire 


277 


Ag 
~ 
|) 
i j 
; 


The Dental Journal of Australia, June, 1950 


which standardised the approach and, at the same time, embodied all the points 
on which information was required. 


I became convinced of the necessity of starting the investigation from 
birth when I discovered that every thumb-sucker at the Lady Gowrie Child 
Centre was already confirmed in the habit when he or she first attended. As 
the practice was already well-established, research might be undertaken, but 
research into causes would have to be undertaken at a very much earlier age. 


In framing the questionnaire, care was taken to make it as simple as possible 
but, at the same time, to leave room for individual comments and suggestions. 
The aim throughout was to try to discover any factors which might contribute 
to or cause the practice of thumb-sucking, and the questionnaire form was so 
designed that it could be used both for very young babies as well as for older 
children. 

Eventually, two forms were decided upon—Form B and Form C—copies of 
which are shown in Figs. 33 and 34. In order to obtain observations from birth 
onwards, co-operation was sought and obtained from several institutions and 
personal interviews followed with the Superintendents of the Royal and Crown 
Street Women’s Hospitals, Dr. Margaret Harper, the Matrons of Karitane- 
Sydney Plunket Mothercraft Centre, Tresillian Mothercrat't Training Schools at 
Willoughby and Petersham, Carpenter House, Scarba House, the Secretary of 
Dalmar Children’s Home and the Sisters in charge of Australian Mothercraft 
Society’s Clinics, Elizabeth Street, Bondi Junction and Pymble. 


In each case the object of the questionnaire was fully explained and, for 
the purpose of standardising the results, the exact meaning otf various terms 
was agreed upon. Then, in order to complete this process of standardising the 
whole approach to the investigation, I attended a general meeting of represen- 
tatives from all Kindergartens held at the Frances Newton Kindergarten and 
was afforded the opportunity of addressing the meeting and explaining the 
questionnaire in detail. Subsequently, results were obtained from 2,326 of 
Form C and 186 of Form B. 


FORM C. 


Form C is considered first, as being the more general of the two, and the 
total results of this investigation are shown in Table III. 39 different institu- 
tions filled in forms for the children under their control. Some were maternity 
hospitals handling new-born infants; some were Baby Health Centres caring 
for children up to about 12 months; some were Mothercraft Training Centres; 
some were children’s homes; and others were kindergartens caring for children 
from two to five years of age. It may be fairly claimed, therefore, that a very 
broad field is covered and that the results obtained are as near to a typical 
cross-section of the whole community as it would be possible to obtain. 

The aim being to try to discover any factors contributing to or causing 
the act of thumb-sucking, the first and most obvious one to be considered was 
the influence of sex. Table IV gives these figures and shows that neither sex 
has a preponderance of thumb-suckers. Of all children observed, 53.31% were 
males and 46.69% were females and, of the 558 thumb-suckers, 48.92% were 
males as against 51.08% females. The figures are so close that it is safe to say 
that sex, as a contributing factor, is non-existent. 
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The question of age is extremely important, for these answers should throw 
some light on such matters as when the habit starts, how long it lasts, and 
whether any particular age is more vulnerable than another. Reference to 
Table V shows that the percentage of thumb-suckers amongst all children observed © 
was 23.99% and the highest average age at any institution was 4 years and 
8 months. Comparing these figures with those for the 649 children aged 
6 months or less, it is found that the percentage of thumb-suckers amongst these 
younger children is 23.57%. The indication is very strong that the practice 
of thumb-sucking almost invariably starts within the first nine months of life 
and that, once having started, it continues with little, if any, change, at least 
until the end of the pre-school years. There will, of course, be a tew individual 
variations with a few children giving up the habit and also with a few starting 
it late but, in the main, there seems little doubt that the practice starts in early 
infancy and continues unchecked for several years. However, this question E 
as to the age at which thumb-sucking usually starts is far too important to be ; 
left in any doubt, because it is fundamental to the planning of measures to a 
be adopted for prevention and early correction. If it is true that in the majority 

of cases thumb-sucking starts in early infancy, then measures to be used must 

be appropriate to this stage of development. In an attempt, then, to establish 

beyond reasonable doubt the usual commencement age, a further survey was 
carried out in twelve kindergartens and at the Dental Hospital. Information 

was obtained from the mothers of all children who were known thumb-suckers 

and who were then attending these institutions (March-June, 1948), and results 

are shown in Table II. They provide striking confirmation of the information 
obtained from the questionnaire. The results show, too, that 93.27% of the 
children who were persistent thumb-suckers and who had an average age of 

4 years and 1 month started the practice within the first nine months, and 

72.1% of them started within the first three months of lite. As the survey ¥ 
included more than 100 children distributed in widely different areas, and as it 
confirms in more detail the general deductions made earlier, the evidence is very 

strong that in the vast majority of cases the practice of thumb-sucking has its 

origin in early infancy. 

Obviously, then, if the practice is to be brought under control, with emphasis 
upon prevention, attention must be focussed almost exclusively on infancy. 
The underlying causes must be sought primarily in early infancy, and measures 
for prevention and control must be devised which are based upon a knowledge 
of such causes. Once again, it is clear that the responsibility for this rests 
with the pediatrician and the Baby Health Centres for, by the time the dentist 
normally comes in contact with the persistent thumb-sucker, he is already 
addicted to the practice and patient treatment, based on sound psychological 
principles, is then called for. 

That 23.99% of all children are persistent thumb-suckers carries very 
serious implications of great dental deformity, to say nothing of psychological 
damage. Just what percentage of older Australian children are thumb-suckers 
is not known, but it will be remembered that Johnson** claimed that 10% of 
American children indulged in the habit for 10 years or longer. As his figures 
for younger children, 24.8%, correspond almost exactly with those I have 
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obtained, it is not improbable that the 10% that he mentions for older children 
applies to Australians as well. 

Table VI shows the institutions at which observations of the children, aged 
six months or less, were made. 


Treatment: 


Questions 7 and 8 were included in an endeavour to ascertain what means 
of treatment were being used and with what measure ot’ success they were 
meeting. If the answer to Question 7 was in the affirmative, then the answers 
to Question 8 became important, and particularly if the methods of treatment 
used were described. Table VII is a dissection of all answers to Question 8, both 
affirmative and negative. The extraordinary fact is revealed that, of the 345 
efforts at controlling the habit, 271 or 77.98% of the total were complete tailures. 
A closer investigation was then made in order to discover and classify the exact 
methods of treatment which had been used, and the results of this classification 
are shown in Table VIII. The methods of treatment recorded were examined and 
classified under six headings. They were :— 

(1) Purely obstructive. Under this heading were classified such methods as 
splinting the elbows, applying sticking-plaster or evil-tasting substances to the 
thumbs or fingers, tying the hands to the sides, the use of gloves or mittens, or 
similar devices tor physical restraint. Nagging and scolding were classified 
under this heading also, for there is no doubt that they are just as obstructive 
and negative in their effects as the more obvious physical means of obstruction. 

(2) Some obstruction, plus feeding correction. It is the custom in many 
mothercraft centres to wrap the baby’s arms and hands closely in its shawl and, 
at the same time, of course, every effort is made to bring the feeding routine to 
a state of perfection. Babies who have been treated in this way have not been 
included in Classification 1 because, although they have been subjected to some 
form of obstruction, the way is deliberately left open for them to get their 
hands free if the need is very great. At the same time the correction of the 
feeding routine is the really important factor. 

(3) Correction of feeding routine. This section applies entirely to infant- 
feeding, and the recordings under this heading refer to a correction of feeding 
as the only method of treatment. 

(4) Redirection to some other activity. Under this heading are included 
efforts at treatment designed to redirect the energy behind the thumb-sucking 
act into some other closely allied activity which is of a more desirable nature. 

45) Use of the dummy. This is really a special form of redirection but 
seems to be of sufficient importance to warrant special classification. 

(6) The promotion of self-interest. Under this heading fall those types 
of treatment which contrive to coincide with the child’s self-interest. It 
corresponds to the technique advocated by Susan Isaacs* whereby the child is 
allowed, as far as possible, to experience the result of its own actions. If its 
own actions are harmful to itself and the child is able to realise this, then it 
is this situation which is included under this heading. 

Unfortunately, a large number of forms—119—gave no indication of methods 
of treatment. Of those which did, however, 146 were classified under Section 1 
as being purely obstructive in character and of this number 126 were complete 
failures. There are very many comments reporting the use of such methods 
as bitter aloes on the fingers, bandaging elbows, sticking-plaster and mittens. 
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A typical comment relating to obstruction is as follows:—‘Leslie sucks two 
fingers when put down to sleep; mother tried gloves, but Leslie screamed so 
much that the gloves were discontinued and baby was allowed to continue the 
bad habit.” 

There was the usual failure in this case to discover the child’s need and 
she was therefore obtaining a substitute sense of security and comfort from 
her thumb-sucking. How great her need was for this substitute is shown clearly 
by her deep distress when she was physically frustrated by the gloves. 

The 11 cases of feeding correction were successful in every case and 18 
out of 25 efforts at redirection were also successful. Section 6 also records 
7 successes and no failures. 

Treatment under these three headings, Nos. 3, 4 and 6, is based on sound 
scientific principles, whereas treatment ot a purely obstructive nature, as 
recorded in Section 1, is quite devoid of scientific tfoundation. It is quite 
apparent that, up till now, obstructive methods have been relied on almost 
entirely for the control and treatment of thumk-sucking, and it is equally 
apparent that such methods will in the future have to be completely discarded 
and an entirely new approach brought to this problem. This new approach will 
have to be positive and helpful, and not negative and restrictive. 

Methods of Feeding. It was felt that, if the teeding routine was a con- 
tributing factor in producing the onset of thumb-sucking, then the method or 
technique of feeding during infancy would be important. It seemed at first 
glance that the artificially-ted babies would provide most of the thumb-suckers, 
whilst the breast-fed babies would be more or less immune. Question 9 was 
designed to investigate the accuracy of this assumption and Tables IX and X 
give the results obtained. Of the thumb-suckers there were 547 answers to 
this question and these indicated that 44.79°% were wholly breast-fed, 24.86% 
partly breast-fed and partly artificially-fed, and 30.55% were entirely bottle-fed. 
On the other hand, of the non-thumb-suckers 50.98% were entirely breast-fed, 
21.51% were partly breast-fed and partly artificially-fed and 27.51% were 
entirely bottle-fed. The difference between thumb-suckers and non-thumb- 
suckers is not very great. There are many breast-fed babies who suck their 
thumbs, just as there are many who do not and, by the same token, there are 
many thumb-suckers and non-thumb-suckers amongst the artificially-fed babies. 
The explanation, as has been mentioned earlier, is that many babies whose 
feeding at the breast is unsatisfactory are helped to obtain complete teeding 
satisfaction by the breast-feeding being complemented or, in certain cases, by 
a complete change from breast-feeding to artificial feeding. When this is care- 
fully done and full satisfaction obtained, the use of artificial feeding is actually 
a means of preventing thumb-sucking. If, however, the artificial feeding is not 
handled with great care, some measure of satisfaction will still be lacking, despite 
an otherwise general improvement, and then the thumb-sucking will probably 
continue. The figures in this section undoubtedly indicate that there is a greater 
chance of a failure to satisfy completely the sucking-feeding instinct when 
artificial feeding has to be resorted to, but the mere fact that a baby is entirely 
breast-fed by no means eliminates the possibility of failure. Subtle disturbances 
in either method can cause this. 

Disturbances to the feeding routine. Still believing that the theoretical 
survey pointed strongly to the feeding routine as the basis of the development 
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of the habit, Question 10 was included to ascertain whether there was any con- 
nection between serious feeding disturbance and the development of the thumb- 
sucking habit. The total figures, however, give a very indefinite picture. It is 
now realised that the many subtle disturbances of the feeding routine which can 
be profoundly upsetting to the young infant may yet fail to attract enough 
notice to prompt the seeking of medical advice. Evidence of' the effect of feeding, 
however, is very well shown in Table XI. In this table the figures obtained 
from the Tresillian Mothercraft Training Schools at Petersham and Willoughby, 
together with those from the Karitane Training College at Woollahra are com- 
pared with those from the Carpenter Mothercraft Home. Babies are admitted to 
Tresillian and Karitane specifically on account of feeding disturbances. They 
are either admitted alone, or with their mothers, for a correction of their feed- 
ing and the establishment of a sound routine. Carpenter Mothercraft Home, 
on the other hand, is designed to serve a different purpose. It is purely a 
convalescent home for mothers and babies after their discharge from hospital. 
The babies are all normal healthy infants. Conditions at Carpenter Home are 
quiet and restful for both mother and baby, and a comparison of the figures 
for these infants as opposed to those from the Tresillian and Karitane Centres 
is extremely significant. Of the 103 from Carpenter only 4, or 3.88%, were 
thumb-suckers, whereas of the 153 returns from Tresillian and Karitane 58, 
or 37.9%, were thumb-suckers. 


Sister Convey of the Australian Mothercraft Society Clinic, Bondi Junction, 
after completing 135 questionnaire forms, made some very useful comments 
about what she believed to be the causes of the thumb-sucking habit. She 
believed the feeding situation was the basis of much of the trouble, the food being 
either insufficient in quantity or of a wrong type. She had often noted that, after 
an addition to or a change in the diet, the thumb-sucking ceased. She noticed, 
toc, that in many cases the thumb-sucking took place after meals, and attributed 
this to the baby obtaining his food too quickly either from the breast or from the 
bottle. These comments are of great value, particularly as they coincide with 
many of the individual histories supplied on the questionnaire forms. For 
instance, the mother of Boyd F. aged 2 years 9 months says: “I have three 
children, all thumb- or finger-suckers, and I firmly believe that the habit, in 
their case at least, was caused by the fact that they received their milk too 
quickly—a full meal in five minutes.” 

Of Stuart B., aged 2 months, the report says: “At about two weeks he 
started sucking fists and fingers. He is overfed rather than underfed, but suffers 
a good deal from wind, which may be the reason for the fist-sucking.” 

Of Susan O’B., aged one week: “Baby only sucked thumb after taking 
bottle.” 

Of Kerith F., aged two weeks: “Admitted to the Karitane Mothercraft 
Centre to be established on a good feeding basis. Obtaining feedings too 
quickly when at breast—over-quota—but only sucking 8 minutes on one side. 
More settled after regulating and, if well wrapped up, unable to get at fingers.” 

In the case of this child and many others like her, there is little doubt that 
tight wrapping without first correcting the feeding routine would achieve nothing 
in the way of controlling thumb-sucking. Once the feeding has been corrected, 
however, the tight wrapping is merely a discouragement and is a useful adjunct. 
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Comment on Beverly N., aged three weeks, says: “Baby normal delivery 
but very sleepy at breast from birth and not sucking strongly. Admitted to be 
adjusted to a satisfactory feeding basis. Later much improved and able to suck 
at breast. Still inclined to suck fingers before feeding if she could reach them, 
but all right if well wrapped up.” 

Of Kerrie B., aged one month: “Baby instrumental delivery, very lethargic 
and jaundiced, not sucking strongly, and vomiting. Tube-fed for several days 
after delivery. Mother expressing four-hourly and milk supply increased to 
full quota. Baby bottle-fed with expressed milk then put back to the breast 
at three weeks. Condition improved—baby sucking well and obtaining full quota. 
Jaundice cleared and only inclined to cry and suck fingers occasionally.” 


During one of my visits to an orphanage in Sydney I had an opportunity 
to observe the feeding technique of six babies under six months. They were all 
in their cots with pillows arranged next to their heads, and their feeding bottles 
were propped up on pillows. The babies were then allowed to feed themselves. 

I believe that it is generally accepted amongst pediatricians that, if a 
departure must be made from the natural breast-feeding procedure, the departure 
must be kept to a minimum and, if the need is for complete artificial feeding, 
then every aspect of the feeding routine should be so planned that, as nearly 
as possible, complete nutritional and emotional satisfaction should be ensured. 
It did seem to me that these babies were being deprived of an important 
emotional satisfaction through not being nursed at feeding time, and this factor 
might well contribute to an insufficient satisfaction of the sucking-feeding 
instinct resulting, in turn, in the search for a substitute satisfaction in the form 
of thumb-sucking. 

General comments on the effects of maladjusted feeding are as follows:— 

Helen McC., aged 11 months, “commenced finger-sucking at 44 months 
when breast supply started to fail.” 

Robert M., aged 9 months—“only a finger-sucker whilst feeding not quite 
satisfactory. As soon as feeding increased and gains were satisfactory, the 
finger-sucking ceased.” 

Linette H., aged 2 months—“on admission to Tresillian North, baby was 
fed on modified cow’s milk. She was under-weight and very unsettled. When 
discharged, baby was fully breast-fed, weight satisfactory and finger-sucking 
much less marked.” ; 

The extreme importance of the weaning process has already been remarked 
upon, and there can be little doubt that there is need for a very careful 
technique in which the closest attention is paid to every detail. The case history 
of Judith C. exemplifies this very clearly, and the following three comments are 
also quoted in support :— 

“Still sucks thumb persistently. Was difficult to wean, is now very jealous 
of baby sister and has sucked thumb more persistently since she arrived.” 
Incidentally, this comment brings out another factor which frequently operates 
to keep the thumb-sucking habit alive. The older child often feels that with the 
arrival of the new baby he has lost some of the attention which he enjoyed 
previously. He therefore feels less secure in his parents’ affection and resorts 
to thumb-sucking in an effort to regain attention. 


— 
283 


The Dental Journal of Australia, June, 1950 


Other comments were:—“Did not suck fingers very much until after 
weaning.” “Did not suck thumb at all until weaned. Various remedies tried 
without success.” 

If we consider all these results in conjunction with the effects of frustration 
of the feeding instinct noted amongst calves, and remembering, too, the opinion 
expressed by the Superintendent of the Royal Hospital for Women, the evidence 
becomes altogether conclusive that a disturbance in one way or another of the 
sucking-feeding instinct is by far the commonest cause, and probably the only 
cause, of thumb- and finger-sucking amongst infants under 12 months of age. 

It should be recognised, though, that not every child will act similarly, 
given similar conditions. Some int'iants with feeding disturbances might not 
suck their thumbs or fingers at all. They might find substitute satisfaction in 
some other way, or they might exhaust themselves seeking such a substitute 
and not finding it. What is claimed, though, is that when thumb-sucking does 
occur in infants it is evidence that the sucking-feeding instinct is being 
incompletely satisfied. 

The relatively few children who turn to thumb-sucking after the normal 
weaning time do so for different reasons, and the principal of these is the search 
for security. It is an attempt to regress to an infantile state and will usually 
be caused by some severe emotional upset. 


FORM B. 


These forms were used in an investigation by kindergarteners to ascertain 
the situations in which kindergarten children indulged in the thumb-sucking 
habit. The results obtained from twenty-four kindergartens are shown in 
Table I. The total number of days on which observations were made was 2,402, 
and this figure also represents the maximum which could be recorded in any one 
situation. It will be seen at a glance that at kindergarten age the sleep situation 
is by far the commonest in which the habit is indulged in, and the going-to- 
sleep period is almost invariably used by the persistent thumb-sucker. Periods 
of boredom show the next highest recordings after the going-to-sleep and sleep 
periods and, after that, story-time showed a high recording. These situations 
were a long way ahead of all others for which observations were carried out. 
The pleasurable feeling of comfort, protection and security when tucked up in 
bed is strongly reminiscent of the comfort, protection and security experienced 
as an infant in his mother’s arms, and the process of modification previously 
dealt with explains how the sleep situation becomes the commonest in which 
thumb-sucking occurs. It has been shown previously that, when thumb-sucking 
persists after the normal weaning time, it is the continuance of an infantile 
practice. It promotes fantasy feelings of comfort, protection and security, and 
thus the fantasy situation of story-time gives rise to the accompanying habit 
of thumb-sucking, just as the fantasy situation in connection with the arrival 
of Santa Claus did. When the child is bored or unoccupied, it finds solace by 
retreating into its fantasy world. 

It is noteworthy that at this age the feeding situation has become relatively 
unimportant. The process has undergone considerable modification and the 
original cause which was associated with the infant-feeding routine has now 
been lost sight of. When the child has reached kindergarten age and is still 
thumb-sucking, it is of great importance that the practice be cured at the earliest 
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possible moment. If this can be done betiore the permanent teeth erupt, and if 
the amount of deformity is not too great, or secondary habits of lips and tongue 
are absent, there is a strong chance that the permanent teeth, in erupting, will 
make the necessary correction to any slight malocclusion. The results of the 
Form B investigation point strongly to the means by which control can be 
achieved. Means must be found for removing the necessity for the child to 
seek security and comfort from its thumb-sucking fantasy. There are very many 
comments to show that children will retire into themselves when faced with a 
situation which seems beyond them. Many children are shy and embarrassed when 
confronted with strangers. They don’t know how to act, the situation is a bit 
beyond them, and they seek the unreal sense of security which they can derive 
from thumb-sucking. It would seem, then, that the great need is to protect these 
children from such situations but at the same time to train them gradually to 
stand on their own feet. The sleep situation will probably be the last in which 
the thumb-sucking will be indulged in, and patient and careful handling will help 
the habit to disappear. If the mother or mother-substitute could sit by the 
child’s cot at sleep-time, perhaps hold his hand or provide some physical contact 
and nothing more; if the atmosphere were quite friendly and quiet; and if this 
routine were patiently observed for some weeks on end, I believe that the sense 
of security and comfort derived from the mother’s presence would be a real one 
and would gradually replace the unreal one promoted by the thumb-sucking. 
Very many of the kindergartener’s comments indicate considerable improvement 
in dropping the thumb-sucking habit after the child’s attendance at kindergarten. 
In many cases this seems due to the child being subjected to very faulty handling 
at home, and the improved handling at kindergarten has brought about improved 
behaviour. This is shown very clearly in the duplicate B Forms submitted for 
Florence L. of Phoenix Kindergarten. In eight days of observations at the 
kindergarten, Florence was observed thumb-sucking on only five occasions whilst 
in a similar period at home her thumb-sucking was almost continuous, and the 
number of separate recordings made for the equivalent period was 63. 

Other comments reflecting the effects of home environment as against that 
at kindergarten are as follows:— 

Paul F., aged 3 years 8 months: “Paul never sucks thumb or fingers at 
kindergarten, but his mother says he always has his thumb in his mouth at 
home.” 

Margaret P., aged 5 years 1 month: “Child even now persistently sucks 
her thumb when going to sleep, although she used to do so any time in the day. 
Has become less inclined to do so during the day since she started at 
kindergarten.” 

Robert B., aged 4 years 1 month: “Only sucks his thumb when going to 
sleep at night. Since coming to kindergarten he no longer sucks his thumb 
during the day.” 

There are many other comments in a similar strain to these, all of which 
suggest faulty psychological handling at home as the factor tending to keep the 
habit alive. 

Very many comments have been made, describing accessory movements 
made with the other hand during thumb-sucking. Some typical ones are as 
follows :— 

“Child now sucks thumb persistently while sleeping and before overtaken 
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by sleep—rubs tip of nose rhythmically with the index finger of the same hand 
and twists hair with the other hand.” 


“Martin sucks his thumb only when he has a blanket, i.e., only at night when 
going to sleep. His thumb-sucking seems associated only with a special small 
blanket—‘his baby blanket’.” 


“Wayne has a habit of holding a woollen blanket close to her mouth whilst 
sucking thumb and, at the same time, working her fingers until she rolls a small 
ball of wool off the blanket which she puts in her mouth and swallows. When 
we won’t give her a blanket at night, it is nothing to see her kneeling down 
beside baby’s cot and using baby’s blanket through the railings. We have her 
on an iron tonic to see if this will supplement any deficiency.” (Mother’s 
description. ) 


“Child sucked thumb from an early age when tired and when put to bed. 
The action would always take place when child came in contact with any woollen 
or soft material such as singlet, fur, blanket, etc.” 


No attempt has been made to investigate the meaning of these accessory 
movements as they seem to have little direct bearing from a dental point of 
view. They are very common, however, and attention is drawn to them here and 
to the need for further research in order that they may be fully understood. 


13. SOME SELECTED CASE HISTORIES. 


Theoretical considerations, the questionnaire investigation, and previous case 
discussions have all suggested very strongly that in an imbalance of the feeding 
routine or, more particularly, in an imbalance of the sucking-feeding instinct 
is to be found the original cause of most children starting the practice of thumb- 
sucking. In order to investigate this more closely and to obtain detailed first- 
hand information, I spent some time over a period of 3-4 months personally 
attending a number of clinics, interviewing mothers of thumb-suckers and col- 
lecting their histories. The effort was made to standardise the information as 
much as possible and, to this end, the questionnaire form was used as a basis 
and, in addition, the following information relating to the feeding routine was 
sought :-— 


(a) Weight increases, digestion, general condition. 
(b) Rate of feeding. 


(c) Times of feeding. 


(d) Atmosphere at feeding time. 


(e) General. 


Some of the mothers have been interviewed several times and the histories 
obtained have been summarised and certain facts condensed into table form 
(Table XII). The clinics at which this work has been carried out are the 
King George V Post-Natal Clinic, Australian Mothercraft Society’s Clinics at 
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Elizabeth Street and Pymble, Tresillian North Mothercraft Training School, 
and the Pedodontia Department of the United Dental Hospital. Further 
histories were obtained from my own practice. 


Taken on their own, these histories would have to be treated with reserve 
because the numbers are limited—they are compiled almost entirely from intor- 
mation supplied by the mothers and, for obvious reasons, it was quite impossible 
to establish control groups as was done with the calves. If, however, the results 
of these histories are considered in conjunction with the results of the question- 
naire and also in conjunction with the observations of calf behaviour, the whole 
does provide very strong evidence that the origin of thumb-sucking is nearly 
always found in a disturbance of the infant-feeding routine. Furthermore, the 
evidence is very strong that, of the various ways in which this disturbance can 
come about, probably the commonest is the over-rapid feeding of the infant at 
the breast, resulting in a lack of satisfaction of the instinctive sucking act. 


Levy”? has previously drawn attention to the close connection between an 
over-rapid flow of breast milk and the onset of thumb-sucking, and he gives 11 
case histories of thumb-suckers in which the factor common to all was the rapid 
flow of breast milk. Of 28 other cases of thumb-sucking he says: ‘24 are trace- 
able to some feeding difficulty—primarily, the sucking phase of the feeding 
act.” 


These observations coincide with my own but the significance of instinct 
seems not to have been appreciated by him whereas, of course, in my view it is 
of fundamental importance for an understanding ot the whole phenomenon of 
thumb-sucking. 


Of my 45 histories, 41 report one or more discernible defects in the feeding 
routine. In Table XII over-rapid feeding is included under the general heading 
“Discernible feeding disturbances” but, in view of its importance, it has also 
been separated under a special heading of its own. Of the 45 histories, 26 
report this defect. It was noticeable during my investigations that, if the 
baby’s physical condition was satisfactory, despite the over-rapid feeding—and 
in many cases this was so—then little if any notice was taken of this defect, 
either by the mothers or nurses. If, however, it is accepted as being one of the 
major factors causing an imbalance in the feeding routine and, in turn, giving 
rise to the practice of thumb-sucking, then very close attention will have to be 
given to it in the future. 

Although it has no direct bearing on the problem of thumb-sucking, it is 
interesting to note the number of cases in which a copious supply of breast 
milk was followed at 4-6 months by a drying up of the supply, necessitating 
complementing or weaning. 

The recorded results of attempts to control thumb-sucking by various 
methods of obstruction are of very great importance because, in all 14 cases 
where these methods have been tried, the result has been complete failure. 
This coincides entirely with the previous results shown in Table VIII and provides 
striking confirmation of the correctness of the theoretical approach to the 
problem as set out in Part I. 


23. Levy, David M.—Finger-sucking and accessory movements in early infancy, 
Am.J. of Psychiatry, 8:881, 1928. 
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UNITED DENTAL HOSPITAL. 


Josephine McI. History taken 20.6.48, aged 6 years 5 months. Breast-fed 
for five weeks only. For the first three weeks after return from hospital baby 
was continually screaming, and upset and unsatisfied. Mother and baby were 
admitted to Carpenter House in order to test feeding technique and to establish 
a proper routine. Tests revealed that the mother’s milk supply was very 
deficient and baby was very much underfed as a result. Thumb-sucking started 
within the first three weeks of life and continued till five years of age. Breast- 
feeding was complemented, whilst at Carpenter House, and baby was then satisfied 
and continued to show satisfactory progress. At 33 months baby was weaned 
and bottle-feeding resorted to. When three months old, various obstructive 
methods were tried—aloes, mittens, finger-stalls, etc. At the end of one week’s 
determined efforts, the baby was so seriously upset that all were discarded. A 
dummy also was tried but this was refused. 


At the age of 5 years Josephine hurt her left arm. This required bandag- 
ing for some weeks and the arm had to be carried in a sling. As it was her left 
thumb which she used to suck and it was now impossible for her to do so, she was 
very upset for several days, and feeding and sleep situations were seriously dis- 
turbed. No attempt was made to suck the other thumb and, eventually, when 
the bandages were removed, thumb-sucking was not resumed. 


Malcolm MclI. History taken 20.6.48, aged 1 year. Breast-fed for only 
one month. Some tendency to thumb-sucking observed in first few weeks— 
dummy given and used for three weeks only and refused. Malcolm is Josephine’s 
brother and, after her previous experience, Mrs. MclI. says that she paid close 
attention to his feeding from birth. He was complemented even during the 
first month at the breast and satisfactory progress has been maintained through- 
out. Early tendency towards thumb-sucking soon disappeared and the practice 
has never shown itself since. 


Norman C. History taken 7.7.48, aged 6 years. Breast-ted. Mrs. C. 
reports having had a very copious and quick flow of milk, resulting in baby 
obtaining feeds very rapidly, seldom taking more than 10 minutes at each feed. 
Mother had considerable difficulty in drying off her milk at weaning time. 
Thumb-sucking started between six and nine months of age and has continued 
ever since. Aloes, mustard and bandages were all tried without avail and, 
then, at the age of 4-43 years the arm was bandaged firmly to the boy’s side when 
he went to bed at night. This, too, was quite useless because he would struggle 
and contort himself until, eventually, he could get hand to mouth. No dis- 
comfort seemed too great, as long as the thumb could be sucked. When these 
measures proved complete failures, metal thumb-guards were constructed, con- 
sisting of stout metal cylinders inside which were cloth finger-stalls and tapes 
for tying round the wrist. These thumb-guards were tied on every night for 
twelve months and Norman would frequently suck guard and all. At the end 
of 12 months the use of the thumb-guards was discontinued in the hope that 
the habit had been broken, but the thumb-sucking was immediately resumed. 
(See Figs. 29-32 inc.) 


288 


i} 
™ 
7 
= 
4 
if 
ae 
oy 
2 
: 


The Dental Journal of Australia, June, 


Fig. 30.—Norman C. demonstrates the heavy metal thumb-guards which had been used 
over the previous twelve months in an attempt to break him of the thumb-sucking 
habit. His facial expression is certainly not that of a happy, well-adjusted child. 
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Fig. 31—Norman C. frequently thumb-sucks despite the cumbersome thumb-guard. 


Fig. 32.—The bite is somewhat open as a result of the thumb-sucking, but the 
malocclusion is not severe. 
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KING GEORGE V PosT-NATAL CLINIC. 


Kay H. History taken 19.5.48. Aged 8 weeks. Breast-fed. Mother’s milk 
supply is very tree and baby obtains nourishment very quickly. Mrs. H. says 
average feeding time in hospital was only 2-3 minutes and now is only 7 minutes. 
One side only is taken, as baby refuses the other. 


Atmosphere at feeding time is far from good as Mr. and Mrs. H. live in 
one room, there are eight people in the house, and there is constant noise and 
distraction. 


David M. History taken 12.5.48. Aged 5 months. Breast-fed. Weight 
increases of 8-9 ozs. per week maintained for first three months. For some 
undiscovered reason, over the next six weeks gains averaged only 1-14 ozs. per 
week. Thumb-sucking started at 4 months. Feeding has always been very 
rapid with an average time ot only 5 minutes. Test feed at three months 
resulted in 73 ozs. in five minutes. Mrs. M. reports that she always wears a 
napkin over her breasts to absorb the milk which flows spontaneously. Baby 
hardly has to suck at all to obtain his milk. 


Stephanie C. History taken 12.5.48. Aged 3 days. Breast-fed. Three 
older children in the family and all are persistent thumb-suckers. Stephanie 
is now starting to suck her thumb also. The older children all started the 
practice before they were three months old. Mrs. C. reports that all were able 
to feed very quickly, owing to a very free milk supply. Stephanie is now taking 
only 10-12 minutes, and she has to be sat up every now and then to stop her 
from choking. 


Vicki C. History taken 26.5.48. Aged 8 months. Breast-fed. Thumb- 
sucking started at 64 weeks. At 24 weeks she had a test feed and took six 
minutes on one breast and three minutes on the other tor a gain of 5 ozs. Vicki 
has always been able to feed very quickly and never at any stage taken as long 
as 20 minutes. Average time taken has always been between 12-15 minutes. 
Mrs. C. reports milk flow always very free and would often flow spontaneously. 


TRESSILLIAN NORTH MOTHERCRAFT TRAINING SCHOOL. 


Philip McC. History taken 30.6.48. Aged 5 months. Artificially-ted. 
Mother died during childbirth and baby was very difficult to get established on 
to artificial feeding. He always appeared hungry and unsatisfied and for some 
time he failed to put on weight. He is now gaining well and is much more 
satisfied, but is still sucking two fingers. This practice started within the first 
month. 


Gregory McD. History taken 30.6.48. Aged 3 months. Breast-fed for 
three weeks, then artificially-fed. Has vomited since birth and vomiting getting 
worse. Cries day and night. He sucks four fingers consistently. 


From My OWN PRACTICE. 


Stephanie W. History taken 25.6.48. Aged 21 months. Breast-fed for 
three months, complemented till six months and then artificially-fed. Started 
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thumb-sucking within the first month. Breast-feeding was always very rapid, 
10-12 minutes being the usual feeding time. Complement was given at three 
months owing to milk supply becoming inadequate. Thumb-sucking was very 
marked whilst baby ted exclusively at the breast but, when complemented, 
Mrs. W. acted on my advice and so adjusted the teat that the feeding time was 
slowed down to a full 20-25 minutes- In addition, baby was kept well wrapped 
when put down to sleep. Thimb-sucking very soon ceased and has not been 
resumed. 


AUSTRALIAN MOTHERCRAFT SOCIETY, ELIZABETH STREET CLINIC. 


Graham A. History taken 26.5.48. Aged 5 months. Artificially-fed 
throughout. Thumb-sucking started at three months and gloves were used to try 
and stop it but without success. Baby upset in last month and has had some 
vomiting bouts. Weight increases have dropped also, averaging only 3 ozs. per 
week for the last three weeks. By 23.6.48 Graham was much better and normal 
weight increases resumed. Rusks and vegetables have been given during the 
last week. Lower centrals have just erupted. Thumb-sucking has almost ceased. 


Peter B. History taken 7.7.48. Aged 11 months. Breast-fed till six 
months, then complemented till nine months and then weaned. Weight increases 
well maintained throughout, but milk supply very free and baby always obtained 
his food very quickly, usually only 5 minutes at each breast. Now has 8 teeth. 

Gloves and mittens were used in an endeavour to stop thumb-sucking, but 
baby became very distressed and the attempt was given up as useless. 


Trudie B. History taken 7.7.48. Aged 8 months. Breast-fed. Cesarean 
birth. Mother and baby spent two weeks at Carpenter House after discharge 
from hospital. Great difficulty was experienced in establishing baby on a satis- 
factory feeding routine and for some time she refused to feed at all from the 
right breast. Thumb-sucking started at about this time. When, at last, feeding 
routine was established, milk supply was extremely free and copious. After 
discharge from Carpenter House till six months of age, baby was given only 
five minutes at each breast at each feed. Efforts were made to slow the feeding 
process by alterations in the posture of mother and baby, and various types of 
nipple-shields were also tried, but without appreciable effect. 

Mother had to use a towel at night to absorb the excess flow of milk. 

For the last six months, baby’s progress has been very satisfactory. She 
now has four teeth. 


AUSTRALIAN MOTHERCRAFT SOCIETY, PYMBLE CLINIC. 


Robin G. History taken 17.5.48. Aged 11 months. Breast-ted till six 
months and then weaned. Thumb-sucking started within the first two weeks 
and got steadily worse. Baby took food well till three months old, and then 
started to fight against it. She has been difficult to feed ever since. Mrs. G. 
reports that flow of breast milk was always very rapid and one test feed revealed 
that the normal ration was supplied in five minutes. 

Living conditions have also been very difficult for this family and, for 
three months from the time the baby was three months old, they lived in a one- 
room flat where they were subjected to constant noise and distraction. Mrs. G. 
says that she became very upset and disturbed herself at this time. 
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FORM B. 
QUESTIONNAIRE FOR KINDERGARTENERS. 


For use with each individual child, each day over a period of at least 2 weeks. 
with a tick the situations during which thumb- or finger-sucking takes place. 


Please indicate 


Day | 


| 
| 
| 


Bez | 
Day Day | TOTAL 


| 
| Day 


. On arrival at Kindergarten 


2. During medical inspection 


. During play: 
(a) Playing happily 


(b) Quarrelling 
Other play situation : 


(e) (Specify) 


. When bored or unoccupied 


REMARKS 


. At story time 


. Going to sleep 


. Whilst asleep 


. Just before meal 


. At meal time 


. Just after meal 


. When physically upset : 
(a) Sick 


(b) Hurt 


(c) Tired 


. Emotionally upset 


. Specify any other ) 


. Situations 


| 
| 
| | | | 
| | j | 
| | | 
| | H 
| 
11 | | | | 
| | | | 
| | 
Fig. 33. 
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FORM C. 
QUESTIONNAIRE. 


N.B.—Please select any children at random—not necessarily thumb suckers—and 
fill in a separate form for each child. 


Where squares appear, indicate answers with a cross. 
1. 
2. 

Baby’s name 

3. 

Sex Male [_] 


4, 


5. 


6. 
Does child suck finger or thumb persistently—that is, at some time or other during 


every day? Yes [ | No [_] 


If child has been a thumb or finger sucker, have any efforts been made to break the 


habit? Yes [_| No 


8. 
Were the efforts used to break the habit successful? 


Yes [_] No [_] 
9. 
How is, or was, child fed as a baby? 
Wholly breast 
Breast supplemented with bottle [_] 
Wholly bottle 
10. 


Is, or was, feeding as a baby sufficiently difficult to require medical advice, 
admission to hospital or special treatment? 


Yes [_] No [| 


11. 
Please add any further comments referring specially to thumb or finger sucking which 


you think might be helpful—e.g., methods used to break the habit, etc. :— 


This return should be based on an observation covering at least seven consecutive 


days. 
Fig. 34. 
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TABLE IV. 


Sex. 


Total number of children observed 2326 


Total number of thumb-suc kers its 558 


Total female thumb-suckers 
Percentage of female thumb-suc skers 


2326 


Total number of persistent thumb. ‘suckers. 558 
Highest average age at any school or institution tee oP wee ... 4 yrs 8 mths 


Percentage of thumb-suckers of all children 

Total number of children aged six months or less 649 
Number of thumb-suckers aged six months or less. 153 
Percentage of thumb-suckers aged six months or less... 23.579 


TABLE VI. 


Children aged six months or less. 


Number 
Total of 
Observa- Thumb- 


tions suckers 


Aust. Mothercraft Society Clinic, Bondi Junction 135 28 
Royal Hospital for Women ae ae 196 37 
Crown Street Hospital for Wi omen 62 26 
Karitane Mothercraft Centre ake 26 15 


649 153 


TABLE VII. 


Treatment. 


Number cf recorded effcrts at treatment (Total of all answers to — 8) 345 


Number of successful results ‘ 76 
Successful results expressed as percentage ‘of total... 22.02% 
Number of unsuccessful results... 269 


Unsuccessful results expressed as percentage of ‘total . 


299 


RR 
, 
TABLE V. 
Age. 
¥ 
: 
ae 


The Dental Journal of Australia, June, 1950 


| 


1G 


— 


| 
| 


| 


on 
| 
| 


NN 
an 


OO[OOUIOOTIOO 

yqueg 
*O 
see Aoupdg we ye) 


8, 
snug fiqug 

"H 

(Z) 

‘yoy ‘Buy 
uMOI) 
qondsop 


oN 


‘THA | “ong 


“0 
‘sesuy uo 
e108 pesneo 
Suravy 
jo 


| ‘ong 


| tong 


‘Hea | “ong 


| cong 


“prey “ong 


Awump 
JO 


OUIOS 04 


Burpee Jo 


tO SGOHLAN 


Zurposy snd 
(Zurddeim 
se yons) 

eulog 


‘suisseu 
‘sooye 
Ajoing 


8 
sIOMSUY 


(NV 4 SNOLLSGNO OL SHAMSNV AO NOLLOASSIG 
‘HIA 


| 
| | 
| | | | | | 
| | | 
| | | 
ane, 
| 
— 
| 
| 
| | ee 
| 
| - | | 
4 
| 
| 
| 
| 
. . 
| : 
| 
3 
Ls 
2.5 


UOTJSON? UT poUTezUOS 0} UONIPpR UI SIOMSUL SOUITZOUIOS YOU Op sesvo UT 


| FEI 0G STV.LOL 


poomszeyy) 
Jooysg ‘erg 
wes 
ueyo) jenureg 
wee 
Aang 

M 

uBg 

“+ 
— 

UMOPMONT 


The Dental Journal of Australia, June, 1950 


| song ‘ong | cong ‘ong 


u01}0901100 
pesnro (Zurddeim ‘Sursseu 
*ysouoqul 04 se yons) ‘Suryuydg 
ON 


AO SGOHLANK 


L SNOLLSANO OL SHUAMSNV AO NOLLOASSIG 


: 
} 
| 
| | 
| | | 
| 
| | | 
. | 
: | nN - 
| 
BE 
| 
| 
| 
= 
| 3 
2, nN 
| 
301 


The Dental Journal of Australia, June, 1950 


METHODS OF FEEDING. 
TABLE IX. 


Thumb-suckers. 


(1) Total number entirely breast- fed ae 245 
Breast -feeders expressed as percentage of total 44.79% 
(2) Total of those partly breast-fed and bottle-fed 136 
Expressed as percentage of total ‘ 24.86% 
(3) Total of those entirely bottle-fed —... 166 


Total of (2) and (3)—those not entirely breast-fed 302 
Expressed as percentage of total 


TABLE X. 


Non-Thumb-Suckers. 


(1) Total number entirely breast-fed us 884 

Expressed as percentage of total non- thumb-suckers 50.98% 

(2) Total number partly breast-fed and bottle-fed —... 373 

Expressed as percentage of total 21.51% 

(3) Total number entirely bottle-fed is 477 

> Expressed as percentage of total hak 27.51% 


Total of (2) and (3)—those not entirely breast-fed 850 


TABLE XT. 


Comparison of Normal and Disturbed Feeding. 
Total Number Per- 


number of centage 
of thumb- of 
returns suckers thumb- 


suckers 


Carpenter Mothercraft Home 103 4 3.88 
Tresillian, Petersham 

Tresillian North sae 153 
Karitane, Woollahra 


37.91 


TABLE XII. 


Condensation of 45 Histories 


Entirely breast-fed for at least six months or up to the age of taking history... uae 25 
Partial or complete artificial feeding resorted to within one month of birth a 8 
Partial or complete artificial feeding resorted to within six months after birth ... 12 
Number of histories recording discernible feeding disturbances within the first nine 

months ... 41 
Number of histories recording over- r-rapid feeding from ‘the breast and/or ¢ excessive 

milk supply “ae 26 
Number of histories recording over- rapid breast- feeding coupled “with need for 

complement or weaning at six months or earlier 10 
Successful attempts to correct thumb-sucking, using obstructive means—mittens, 

aloes, ete. NIL 
Unsuccessful attempts ‘to correct thumb- sucking, | using " obstructive means—mittens, 

Successful use of dummy to ‘correct thumb- sucking NIL 
Unsuccessful use of dummy to correct thumb-sucking 3 
No attempts at correction made ... 28 
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CONCLUSIONS. 


1. Evidence from dental literature establishes the fact that the practice 
of thumb-sucking in infants and children can, and very t'requently does, cause 
extensive dental deformity. Not only is it potentially the direct cause of certain 
severe types of malocclusion, but it can also act as a contributing cause by giving 
rise to harmful secondary habits such as abnormal lip, cheek and tongue action. 

2. Malocclusion not only interferes very considerably with the normal 
function o1 mastication, but the irregularity of the teeth also renders satisfac- 
tory oral hygiene extremely difficult and could predispose to a high caries 
incidence. Lack of normal functional stimulation could also adversely affect the 
gingival tissues. 

3. Considerable attention has been paid to thumb-sucking by child psycho- 
logists, but a survey of literature on the subject points to a lack of understanding 
of the real nature of the act, why it occurs, and how it should be controlled. 

4. My questionnaire investigation disclosed the following t'acts:— 

Of 2326 children observed, 558 or 23.99% were persistent thumb- 
suckers. 

Of 649 children aged six months or less, 153 or 23.57% were persistent 
thumb-suckers. 

Ot 347 recorded attempts at treatment, only 76 or 22.02% were 
successful. 

211 forms described methods of treatment. 154 consisted of some torm 
of obstruction and of these 154 attempts 134 were complete failures. 

Of all children recorded as thumb-suckers, 44.79% were wholly breast- 
fed and 55.21% were partly or wholly artificially fed. Of children recorded 
as non-thumb-suckers 50.98% were wholly breast-fed and 49.02% were 
partly or wholly artificially fed. 

5. Most of the methods of’ controlling the habit advocated by dentists are 
open to the severest criticism as likely to result in serious psychological harm 
and at the same time standing little or no chance of success in checking the 
habit. Statistical evidence is produced to support these claims. 


6. The act of sucking in infancy is an instinctive act by means of which the 
intake of food is ensured. I have therefore called this act the sucking-teeding 
instinct. 


7. Martin® says “If the instinctive act fails in one direction, the organism 
attempts a variation of activity in its response.” If there is a failure to satist'v 
the sucking-feeding instinct either at the breast or with the feeding bottle, 
the infant will attempt a variation by sucking something else and that will 
almost invariably be the conveniently placed thumb. 


8. Thumb-sucking then nearly always starts because of incomplete satisfac- 
tion ot the sucking-feeding instinct, and in over 90% of cases has its origin 
within the first nine months of life. 


9. Strong support for this explanation of thumb-sucking is provided by 
the behaviour of bucket-fed calves as distinct from calves fed by their dams, 
by nurse cows, or by the nipple-feeding device. Bucket-fed calves invariably 
indulge in substitute sucking of each other, whereas naturally-fed calves never 
do so, nor do those which have been established in a satisfactory routine at the 
nipple-feeding device. 
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10. Further support is seen in the fact that a high percentage (37.9%) of 
the babies admitted to Tresillian and Karitane Mothercraft Training Schools 
because of feeding difficulties are thumb-suckers, whilst of the normal healthy 
babies admitted to Carpenter Convalescent Home the percentage is extremely 
small (3.88%). 


The 45 Case Histories obtained from various Child Clinics provide further 
support for this contention. 


11. Correction of thumb-sucking as soon as it appears is of great import- 
ance, because it will not then develop the characteristics of a habit. Careful 
correction of every detail of the feeding routine should be carried out at once 
and particular attention should be paid to regulating the flow of milk from 
breast or feeding-bottle, so as to ensure adequate sucking as well as nutritional 
and emotional satisfaction. 


My statistics disclose the fact that 23.57% of all children aged six months 
or less are thumb-suckers, and this indicates the need for further caret'ul research 
into the whole technique of infant feeding. Often the most subtle disturbance 
of the feeding routine will cause incomplete satist'action of the sucking-feeding 
instinct and will result in thumb-sucking. 


12. Weaning is recognised as an extremely important phase through which 
the infant must pass. Great care must be exercised to ensure that every detail 
of weaning technique is perfected. 


13. Failure to guide the infant successfully through this transition stage 
will often result in some purely infantile practice such as thumb-sucking, which 
should have been left behind, being carried over into the next stage of develop- 
ment. 


14. Thumb-sucking occasionally starts in the post-weaning period. Usually 
it is then an attempt to regress to the infantile state in search of security 
because of some emotional disturbance. 


15. Sucking-feeding in the mother’s arms is strongly associated with feelings 
of security, comfort and protection. Thumb-sucking promotes similar feelings 
but they are not real and the situation becomes a fantasy. Thumb-sucking thus 
promotes a fantasy situation into which the child can retreat from realities. 


16. Treatment of thumb-sucking in the past has consisted almost entirely 
of using different forms of obstruction. Such methods are contrary to accepted 
psychological principles, seldom meet with any success, and cause considerable 
psychological disturbance. Evidence is produced of the complete fiailure of 
obstructive methods of treatment. 


17. Proper treatment in the pre-weaning period is to correct the feeding 
routine, and to assist in an easy transition from sucking activity to chewing 
activity. After weaning, the correct principle of treatment is the re-direction 
of the energy behind the habit into some other allied activity which is of a more 
desirable nature. 


18. Thumb-sucking involves no moral issues. 


19. Parent education is essential for successful treatment. 


i 
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20. Thumb-sucking is fundamentally a psychological problem which 
frequently gives rise to serious physical defects. Action towards prevention 
and control of these defects must first of all recognise and conform to established 
psychological principles. 


ACKNOWLEDGMENTS. 


Sincere acknowledgment is made to the boards of management and staffs 
of the following institutions for the great assistance which they have given me 
in carrying out personal observations and investigations :— 


Australian Mothercraft Society. 

Carpenter Mothercraft Home. 

Department ot Agriculture, Division of Dairying, N.S.W. 
The Kindergarten Union of N.S.W. 

King George V Memorial Hospital. 

The Lady Gowrie Child Centres. 


The McGarvie Smith Animal Husbandry Farm, Faculty of Veterinary 
Science, University of Sydney. 


Tresillian Mothercraft Training Schools at Willoughby (North) and 
Petersham. 


The United Dental Hospital. 
Royal Hospital for Women. 
Crown Street Women’s Hospital. 
Dalmar Children’s Home. 


Scarba Welfare House for Children. 


For their personal help and co-operation grateful acknowledgment is also made to 
Professor A. J. Arnott, Professor B. T. Mayes, Professor H. Tasman Lovell, 
Mr. H. J. Geddes, Mr. G. McGillivray, Dr. F. W. Clements, Dr. A. Thornton 
Taylor, Mr. P. J. Carey, Mr. J. Schubring, Dr. Margaret Harper, Dr. N. Cun- 
ningham, Dr. E. Teiffel, Miss J. Wyndham, Miss I. Terrey, Miss M. Stewart, 
Mr. T. Gough, Dr. G. Young, Miss Zoe Benjamin, Dr. H. M. North, Mr. P. Ellis, 
Mr. H. McKenzie, Dr. T. Dixon Hughes, Miss Edna Hill. 


: 
‘ 
| 


The Dental Journal of Australia, June, 1950 


of AUSTRALIA 
EDITORIAL DEPARTMENT 


A MONTH TO REMEMBER 


August 1950 will long remain in the memories of those members who 
attend Congress as having a tremendous impact on the history of dentistry in 
Australia. 

In order to advise those who have already completed details of their regis- 
tration, we publish herewith a review of the Congress programme which lists 
every lecture and table clinic set down. 

Those who have not already made arrangements for Congress will certainly 
want to do so when they read the tremendous range of the subject matter to be 
presented. 

From some one hundred and twenty lectures and sixty-five table clinics, 
there will be ample opportunity for all requirements to be met, whether for 
those whose practice is directed into special channels, or for the general prac- 
titioner who has a special interest, or for the broad fields of general practice. 

Research workers will find many items of interest for them in their own 
fields, with contributions presented from not only local sources but eminent 
authorities from overseas. 

The important field of Preventive Dentistry has received special attention 
and the Congress proceedings will open on a major theme with a Plenary Session 
on Dental Caries. 

This Plenary Session will present factual data on the problems associated 
with the cause and prevention of dental caries, designed primarily for the 
information of the general practitioner—it is not designed for the specialist or 
research worker. 

The session will take the form of short lectures with discussions between 
the speakers and therefore will not be comparable to a formal lecture but will 
have all the merits and advantages of a round table discussion. 

The venue of the Plenary Session is to be the Wallace Theatre at the 
University of Sydney and for those who do not wish to attend there will be the 
Dental Exhibition—Trade Exhibit, Scientific Exhibit, Dental Health Exhibit— 
at the Lower Town Hall, George Street, Sydney, where a continuous Film Session 
will be in progress. 
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The table clinic sessions alone with sixty-five individual contributions will 
come as a high climax for the terminal session of Congress, for they are to be 
held at the United Dental Hospital on Friday afternoon. 

In addition to this truly huge programme, the Social Activities are being 
organised on a comparable scale, and the Chairmen of the Entertainment, 
Sports, Social and Ladies Committees are to be complimented on the intense 
activity with which their programmes have been developed and on the broad 
planning which has been done to provide for all. 


News and Notes 
CONGRESS REVIEW 


Hereunder is a comprehensive list of the lectures and clinics which will 
be given during the Twelfth Australian Dental Congress from Monday, 21st 
August, to Friday, 25th August. It is hoped that this information will be of 
some assistance to those who wish to attend lectures in specialised fields, and 
make the decision to attend irresistible. 


LECTURES AND CLINICS. 


Monday, 21st August: 
Plenary Session. 
The Cause and Prevention of Dental Caries: 
Introduction: J. V. Hall Best, B.D.S. (Syd.), D.M.D. (Harv.), F.D.S., R.C.S. 
(Eng.), F.A.C.D. 
Aetiology and clinical aspects of caries and its treatment: Robert Harris, 
M.D.S. (Syd.). 
Bacteriological problems of dental caries: N. E. Goldsworthy, M.B., B.S. (Syd.), 
Ph.D. (Cantab.), D.P.H., D.T.M. & H. 
Nutritional aspects of the problems of dental caries: C. D. Hearman, D.D.Sc. 
(Melb.). 
Evaluation of existing projects and a correlation of the material presented by the 
previous speakers: R. G. Ellis, B.D.Se. (Adel.), D.D.S., M.Se. (Dent.), F.D.S., 
R.C.S. (Eng.). 
Correlation of discussion and expression of thanks: A. J. Arnott, D.D.Se. (Syd.), 
F.D.S., .R.C.S. (Eng.), F.A.C.D., F.1.C.D. 


Oral Surgery and Anaesthesia. 
Tuesday, 22nd August: 

Surgery clinic: S. Scougall, M.B., Ch.M.; G. S. Colvin, M.B., B.S., M.Ch. Orth. 

General anaesthesia: W. Keller, M.B., M.S., D.A. 

Oral surgery clinic: F. Carberry. 

General anaesthesia: H. J. Daly, M.D., Ch.M., F.R.A.C.P., F.R.A.C.S. 

Post-operative treatment and complications in relation to oral surgical procedure: 
H. R. Kemp, D.D.Se. (Syd.). 

Modern surgical methods in the treatment of trigeminal neuralgia: G. Phillips, 

, M.Se., F.R.A.C.S. 

The surgical solution to some full denture problems: G. Christensen, B.D.Sc. (Q.), 

Regional anaesthesia clinic: H. R. Kemp, D.D.Se. (Syd.). 

Oral surgery clinic: C. H. Ritchie, B.D.S. (Syd.). 

Regional anaesthesia clinic: C. C. Croker, B.D.S. (Syd.). 

Oral surgery clinic: T. R. Corbett, M.D.S. (Syd.). 
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Wednesday, 23rd August: 

Oral surgery clinic: K. K. Stringer, M.D.S. (Syd.). 

General “Vey: a W. I. T. Hotton, MB. Ch.M., D.A. (Eng.), F.R.A.C.P., 

Diagnosis, treatment planning and post-operative clinic: A. J. Arnott, D.D.Sc. 
(Syd.), F.D.S., R.C.S., F.R.C.D., .C.D. 

Oral surgery clinic: gs Kemp, D. D. Se. (Syd.). 

Regional anaesthesia clinic: C. H. Ritchie, B.D.S. (Syd.). 

Swellings of the face: M. R. Flynn, B.A., M. D., Ch.M., B.Se. 

Pathological and re examinations relative to oral surgery: D. A. 
Cameron, M.D.S. (Syd. 

The use of hand-cutting instruments clinic: P. Clipsham, D.D.S. (Penn.). 

The surgical treatment of extensive cysts of the maxillae: E. R. Magnus, 
D.D.Se. (Syd.). 

Radiology as applied to dental surgery: F. McEncroe, M.B., Ch.M., D.R. 

Surgical approach to immediate dentures: F. E. Helmore, D. D.Se. (Syd.).; C. H. 
Graham, M.D.S. (Syd.), D.D.S. (N.U.). 

Regional anaesthesia maxillary injection: C. H. Ritchie, B.D.S. (Syd). 

Regional anaesthesia and oral surgery clinic: Miss N. F. Cordaiy, B. D.S. (Syd.) ; 
A. Campbell, B.D.S. (Syd.). 

Friday, 25th August: 

Surgery clinic: K. W. Starr, O.B.E., M.B., M.S., F.R.C. 

General anaesthesia: J. McCulloch, M.B., M.R.A.C.P., D.A. 

Oral surgery clinic: R. V. Curtin, B.D.S. (Syd.). 

General anaesthesia: L. T. Shea, M.B., B.S., D.A. 

Post-operative respiratory infection: G. Kaye, M.D., B.S., D.A. 


Prosthodontia. 


FRACS. 


Tuesday, 22nd August: 

Diagnosis in partial denture construction and its effect on design of partial 
dentures—Part I: J. H. Wilson, D.D.Sce. (Syd.). Part II: L. S. Beckett, 
M.D.S. (Syd.). 

Physiological consideration for the vertical and horizontal positions of the 
mandible: J. R. Thompson, D.D.S. (Chicago). 

The relative merits of porcelain and acrylic teeth: A. R. Docking, M.Sc. (Melb.). 

A precision technique that produces dentures which fit and function: W. H. Terrell, 

C.D. 
Wednesday, 23rd August: 
Functional anatomy of the temporomandibular articulation: H. Sicher, M.D. 
The “Tar, principles involved in partial denture design: V. L. Steffel, 
A.C.D. Read by W. H. Terrell, D.D.S., F.A.C.D. 
Specialised pation: attachments and their role in ‘partial denture construction: 
H. Terrell, D.D.S., F.A.C.D. 

pilin occlusion—a discussion on certain of its important aspects: F. Trebitsch, 
B.D.S. (Syd.). 

The pathway to success: C. H. Bliss, D.D.S., F.A.C.D. A tape recording presented 
by W. H. Terrell, D.D.S., F.A.C.D. 

Immediate restoration for complete dentures: W. H. Terrell, D.D.S., F.A.C.D. 


Friday, 25th August: 
Hydrocolloid impression materials and an evaluation of their properties for 
impressions for partial dentures: K. P. Mackinnon, M.D.S. (Syd. 
Simplification of balanced a by the use of new posterior tooth forms: 
A. J. Hoole, L.D.Q., B.D 
Aesthetics and phonetics in seeaioainas E. Pound, D.D.S. Read by W. H. Terrell, 
D -A.C.D. 


Relines, rebases or transfers and repairs: W. H. Terrell, D.D.S., F.A.C.D. 


Operative Dentistry. 


Tuesday, 22nd August: 

Intra-osseous anaesthesia for anterior and bicuspid teeth: R. M. Kirkpatrick, 
D.D.Se. (Syd.). 

Self-curing resins: R. N. MeMullin, B.D. = (Melb.), D.D.S. (N.U.). 

Root canal therapy: J. Lyell, B.D.S. (Syd.). 

Acrylic restorations: E. Gee, M.D.S. (Syd.). 

The use of a and stone die techniques: E. H. Bastian, M.D.S. (Syd.), 
D.D.S. 

Aesthetic eels in restorative dentistry: R. W. Wright, M.D.S. (Syd.). 
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Wednesday, 23rd August: 
Special tape recordings on the subject of the economics of dental practice: 
Presented by W. H. Terrell, D.D.S., F.A.C.D. 
Some useful cavity preparations for gold inlays in anterior teeth: W. M. Jones, 


B.D.S. (Syd.). 
The a and use of some restorative materials: A. R. Docking, M.Sc., 
C.I. 
Friday, 25th August: 
The problem of fractured upper bicuspid teeth: S. M. Hicks, B.D.S. (Syd.), 
D.D.S. (N.U.). 


Pedodontia. 


Tuesday, 22nd August: 
Traumatic injuries to the teeth of children: Professor R. G. Ellis, B.D.S. (Adel.), 
D.D.S., M.Se. (Dent.), Toronto. 
Some aspects of pedodontia: B. Kruger, B.D.Sc. (Q.). 
Treatment or _ patients in general practice: W. D. Suthers, B.D.S. (Syd.), 
D.S. (Tor 
Wednesday, 23rd August: 
What parents want to know. Questions and answers: Miss S. Hull, B.D.S. (Syd.). 
Some fallacies concerning children’s dentistry: T. B. Lindsay, M.D. S. (Adel.). 
Some aspects of pedodontia relative to orthodontia: A. S. Burgess, M.D.S. (Syd.). 
Amalgam restorations in deciduous teeth: O. Basil Jones, B.D.S. (Syd.), 
D.D.S. (Tor.). 
Management of children in the dental surgery: Miss D. Musgrave, B.D.S. (Syd.). 
Friday, 25th August: 
Conservation of teeth with exposed pulps in children: J. Reich, M.D.Se. (Melb.). 
Secondary dentine formation in deciduous teeth: N. D. Martin, M.D.S. (Syd.). 


Crown and Bridgework. 


Tuesday, 22nd August: 
Modified Richmond crown: K. G. Lowry, B.D.S. (Syd.). 
Outline of fixed bridgework: N. W. Kestel, M.D.S. (Syd.). 
Wednesday, 23rd August: 
One-piece castings for fixed bridgework from injection hydrocolloid impression: 
T. E. Gibson, B.D.Se. (Q.), D.D.S. (Minn.). 
Friday, 25th August: 
Plastic dowell crown: R. L. Gabriel, B.D.S. (Syd.). 
Fixed bridge development from a hydrocolloid injection impression technique: 
R. N. MeMullin, B.D.Se. (Melb.), D.D.S. (N.U.). 


Ceramics. 


Tuesday, 22nd August: 
Science, art and ceramic technique fundamentals involved in porcelain jacket 
crown prosthesis: A. O. Klaffenbach, D.D.S 
The problem of aesthetics in our restorative procedures: W. D. Vehe, D.D.S. 


Wednesday, 23rd August: 
Porcelain jacket crown technique: W. A. Grainger, M.D.S. (Syd.). 
Simplifying the construction of the porcelain veneer: J. R. Gil, D.D.S. (Minn.). 
Complete mouth rehabilitation: H. Kazis, D.M.D. (Harvard). 


Friday, 25th August: 
Self-curing resins: P. R. Rheuben, D.D.S. (Minn.). 


Periodontia. 


Tuesday, 22nd August: 
Progressive stages in the treatment of chronic periodontal disease of local origin: 
R. Tompson, B.D.S. (Syd.). 
The use of acrylic splints and veneers in periodontal surgery: R. M. Cloutier, 
B.D.S. (Syd.), D.D.S. (Tor.). 
Vincent’s infection: R. Krauss. 
The pink tooth-brush: R. G. Willoughby, B.D.S. (Adel.). 


Wednesday, 23rd August: 
Systemic aetiological factors in periodontoclasia: A. G. Hunter, M.D.S. (Syd.). 


Friday, 25th August: 
The diagnosis of periodontal lesions: P. Benbow, B.D.S. (Syd.). 
Radiography in periodontia: T. Pyke, B.D.S. (Syd.). 
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Orthodontics. 
Tuesday, 22nd August: 
Orthodontic interest for the general practitioner: H. Chapman, L.D.S. (Eng.). 
The problem of impacted teeth in orthontia: K. T. Adamson, D.D.Sc. (Melb.). 
The timing of extractions in orthodontic treatment: R. W. Gates. 
Mandibular anchorage development in relation to intermaxillary movement: A. J. 
Cunliffe, M.D.S. (Syd.). 
The application of oral screens to the mechano-therapy of maxillary protrusion: 
A. T. Taylor, D.D.Se. (Syd.). 
Rapid fabrication of orthodontic retainers: R. Y. Norton, M.D.S. (Syd.). 
Wednesday, 23rd August: 
Myofunctional therapy as an adjunct to orthodontic treatment: V. P. Webb, 
B.D.Se. (Q.), D.D.S., Dip. Orth. (Tor.). 
The nature of facial prognathism and its application to the analysis of malocclu- 
sion: Arne Bjork, Odont., Dr. 
The examination of the patient: T. Seward, B.D.Sc. (Melb.), D.D.S. (Penn.). 
A method of treating protrusion of the upper arch in Class II, Div. I (Angle) 
malocclusion: B. L. Rosenstengel, D.D.S. (Penn.). 
Acrylic bite plane: V. P. Webb, B.D.Se. (Q.), D.D.S., Dip. Orth. (Tor.). 
A method of making round tubes and adjustable bands and a means of moving a 
tooth in various directions: B. L. Rosenstengel, D.D.S. (Penn.). 
A mechanical plastic mixer: A. T. Taylor, D.D.Se. (Syd.). 
Ideal arch design on an atomic basis: D. H. Jenkins, B.D.Se. (Q.), D.D.S. 
Friday, 25th August: 
Undergraduate orthodontic instruction: R. A. Campbell, B.D.Sc. (Melb.). 
The treatment of bimaxillary protrusion: D. F. Spring, D.D.Se. (Melb.). 
The orthodontic future of the eight-year-old child: D. H. Jenkins, B.D.Se. (Q.), 
D.D.S. 


Research. 


Tuesday, 22nd August: 
Design for observations and experiments: Helen N. Turner, B.Arch. (Syd.). 
The morbid histology and physiology of carious lesions: C. B. Maddern, 
D.D.Se. (Adel.). 
Some aspects of the masticatory mechanism with particular reference to the 
temporo-mandibular joint: J. P. Walsh, M.B., B.S., B.D.Se. (Melb.), F.D.S., 
R.C.S. (Eng.). 
Mucins and mucoids in relation to dental problems: K. W. Knox, B.Sc. (Syd.). 
Wednesday, 23rd August: 
The solubility of salts and its application to the problem of dental caries: 
L. O. Martin, B.Sc. (Syd.), A.A.C.I. 
Mechanism of recent methods of caries control: H. M. Leicester, Ph.D. 
Friday, 25th August: 
Tissue reaction to fibrin: H. G. Radden, D.D.Se. (Melb.), F.D.S., R.C.S. (Eng.). 
Pattern of caries in relation to the pattern of soil fertility: W. A. Albrecht, Ph.D. 


Preventive Dentistry. 
Tuesday, 22nd August: 
Aspects of dental health activities in Norway: Professor Guttorm Toverud. 
Topical treatments of the teeth as a means of preventing dental decay: Basil 
Bibby, D.M.D. (Harvard). 
Dental caries: Professor Bernard Gottlieb*, H. M. Crawford and H. B. Younger. 
Preventive periodontia—a necessary corollary to caries control: R. Tompson, 
B.D.S. (Syd.). 
Wednesday, 23rd August: 
The present conception of the aetiology and histopathology of dental caries: C. D. 
Hearman, D.D.Sc. (Melb.). 
Practical measures for the control of dental caries: N. D. Martin, M.D.S. (Syd.). 
Caries and sugar: G. L. Hurburgh, B.D.Sc. (Melb.), D.D.S. 
Is preventive orthodontia a practical proposition?: K. T. Adamson, D.D.Sce. 
Melb.). 
infant feeding relative to the incidence of dental caries: E. F. Marks, B.D.Sc. 
(Melb.). 
riday, 25th August: : 
% The control of dental caries by dietary means: D. A. Cameron, M.D.S. (Syd.). 
Understanding the child patient: Miss Zoe Benjamin. 
Some theoretical considerations of dental caries: L. S. Fosdick, Ph.D. 


*Deceased. 
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Pathology and Bacteriology. 


Tuesday, 22nd August: 
A report of two cases of adamantinoma: D. A. Cameron, M.D.S. (Syd.). 
Wednesday, 23rd August: 
The defence mechanisms of the dental pulp and its clinical significance: E. B. 
Manley, M.Sc., M.D.S., F.D.S., R.C.S. (Eng.). 
Some oral tumours: Jean Armytage, M.B., B.S., M.R.A.C.P. 
Ammonia and inorganic phosphorous content of the saliva in relation to dental 
caries and diet: M. Evans, D.D.Sc. (Adel.). 
The female sex hormones and their relation to some oral conditions: F. G. 
Christensen, B.D.Se. (Q.), D.D.S. (Tor.). 
Friday, 25th August: 
et of the filiform papillae of the tongue: R. G. Morris, D.D.Sc. 
(Melb.). 


Dental Health. 


Tuesday, 22nd August: 

Patient education in oral hygiene—an unexplored avenue for continuity of 

practice: A. W. Rourke, B.D.S. (Syd.), D.D.S. (Tor.). 

Intelligent answers to our patients’ questions: K. Skues, D.D.Sc. (Melb.). 
Wednesday, 23rd August: 

Why public dental education?: R. M. Gillies, B.D.Se. (Melb.), D.D.S. (Penn.). 
Friday, 25th August: 

Planning the programme for dental health education: J. E. Holliday. 


Dental Services. 
Tuesday, 22nd August: 
A discussion on aspects of dentistry in the services: Lieut.-Colonel J. W. Skinner. 
Wednesday, 23rd August: 
An appreciation of men and events in the Royal Australian Army Dental Corps, 
1939-1950: Major M. M. Sullivan. 


TABLE CLINICS. 


Friday, 25th August. 
Oral Surgery. 


Prosthetic appliances used for the treatment of fractured jaws: J. S. Hill, B.D.S. 
(Syd.), D.D.S. (N.U.). 

Improved hand-cutting instruments: P. Clipsham, D.D.S. (Penn.). 

Haemorrhage: C. C. Croker, B.D.S. (Syd.). 

Sterilization of instruments and material: T. R. Corbett, M.D.S. (Syd.). 

Lesion of the oral cavity: P. Benbow, B.D.S. (Syd.). 

Immediate root therapy and apical surgery: F. E. Helmore, D.D.Sc. (Syd.). 

A trend in the treatment of some fractures of the edentulous mandible: H. R. 
Cash, B.D.Se. (Melb.), D.D.S. (N.U.); M. Renou, F.R.C.S., F.R.A.C.S.; 
W. A. Dott, D.D.Se. (Melb.). 

Prosthodontia. 

Essentials of the impression technique and surveying in partial denture prosthesis: 
B. J. Carolan, B.D.S. (Syd.), D.D.S. (N.U.). 

Reinforced skeleton dentures: P. J. Hooton, B.D.S. (Syd.). 

Practical application of stress breaking in partial dentures: R. P. Lane, B.D.S. 
(Syd.), D.D.S. (Penn.). 

Full dentures simplified by use of acrylic teeth: G. V. Gengos, B.D.S. (Syd.), 
D.D.S. (Tor.). 

An evaluation of accepted full denture impression techniques: L. C. Keyte, 
B.D.S. (Syd.). 

Pound’s principles of aesthetics and phonetics: G. Lonsdale. 

Shendoey Picea in the setting up of teeth: C. H. Graham, B.D.S. (Syd.), 
D.D.S. (N.U.). 


Why use balanced occlusion? Periodontia and partial denture prosthesis: 
H. Assheton-Chin, B.D.S. (Syd.), D.M.D. (Harvard). 

Immediate denture service: R. L. Taylor, M.D.S. (Syd.). 

verse occlusion—a prophylactic and therapeutic goal: F. Trebitsch, B.D.S. 
(Syd.). 

Simplifying ees occlusion by using a new posterior tooth: A. J. Hoole, 
L.D.Q., B.D.Sce. 

Chrome ccbalt alloys: A. R. Docking, M.Sc. (Melb.), A.A.C.I. 


— 
— 
— 
— 
. 
| 
Z 
i 


The Dental Journal of Australia, June, 1950 


Pitfalls in the use of acrylic resins and suggested remedies: K. P. Mackinnon, 
M.D.S. (Syd.). 

Dentist-mechanic co-operation: A. W. Rourke, B.D.S. ioe a D.D.S. (Tor.). 

Vacuum casting: R. McMullin, B.D.Sc. (Melb.), D.D.S. U.). 

The immediate treatment of ‘cleft palate babies: W. } = D.D.Se. (Syd.), 
D.M.D. (Harvard). 

wees — for war and civil injuries to intra-oral tissues: E. Gee, 

Prosthetic Fe bl ae for the treatment of fractured jaws: J. S. Hill, B.D.S. 
(Syd.), D.D.S. (N.U.). 

Cosmetic prosthetic appliances: R. K. Miles, B.D.S. (Syd.). 


Operative Dentistry. 


Hydrocolloid impression technique for inlay construction: A. W. Bull, B.D.S. 
(Syd.), D.D.S. (N.U.). 

Inlay cavity preparation: B. G. Allcock, M.D.S. (Syd.). 

Silicate cements: B. Smith, B.D.S. (Syd.), D.D.S. (Tor.). 

Hydrocolloid and stone die technique: E. Bastian, M.D.S. (Syd.), D.D.S. (N.U.). 

Trays for indirect inlays: G. A. de Denta, B.D.Sc. (Q.). 

Vacuum investing and hygroscopic expansion: K. H. Caisley, B.D.S. (Syd.). 

Electro-forming indirect inlay technique: N. D. Martin, M.D.S. (Syd.). 

Your cavities in half the time. (Cavity preparation under water and under com- 
pressed air and water.) : Dowell Wade, B.D.S. (Syd.). 


Pedodontia. 
Cavity preparation in deciduous teeth: O. Basil Jones, B.D.S. (Syd.), D.D.S. (Tor.). 
Pulpotomy: J. Reich, M.D.Sc. (Melb. 
Full and partial dentures for children: Adele Ruhle, B.D.S. (Syd.). 
Simple space maintainers: W. D. Suthers, B.D.S. (Syd. >; DD. g. (N.U.). 
Indirect inlay techniques for child patients: J. E. McGovern, B.D.S. (Syd.), 
D.D.S. (Tor.); D. J. Oddy, B.D.S. (Syd.), D.D.S. (Tor.). 


Crown and Bridgework. 
Fixed bridgework: E. McDermott, B.D.S. (Syd.), D.D.S. (N 


U.). 
Plastic pontics in fixed bridgework: B. Smith, B. D. S. (Syd. ;. D.D.S. (N.U.). 


Ceramics. 
Mouth reconstruction with emphasis on ceramics: W. A. Grainger, M.D.S. (Syd.). 
Various uses for the porcelain furnace: S. M. Hicks, B.D.S. (Syd.), D.D.S. (N.U.). 
Pontics: N. W. Kestel, M.D.S. (Syd.). 
Simplification of techniques in model-making: A. W. Rourke, B.D.S. (Syd.), 

D.D.S. (Tor.). 

Porcelain inlays: A. Glen, D.D.S. (Cal.). 
Examples of porcelain restoration: E. E. La Frienier, D.D.S. 


Periodontia. 
Therapeutics in periodontia: R. L. Currie, M.D.S. (Syd.). 
Why balanced occlusion? Periodontia and partial ears prosthetics: H. Assheton- 
Chin, B.D.S. (Syd.), D.M.D. (Harvard). 


Orthodontia. 
Oral screens in sep + agape Mechanical mixing of plaster: A. Thornton 
Taylor, D.D.Sc. 
Rapidly fabricated Tooth Da. ied Various auxiliaries used with 
fixed appliances: R. Y. Norton, M.D.S. 

Mandibular anchorage: A. J. Cunliffe, M.D.S. ‘Syd.). 

Acrylic bite planes: V. P. Webb, B.D.Sc. (Q.), D.D.S., Dip. Orth. (Tor.). 

Fabrication of adjustable bands and round tubes. "Technique of various tooth 
movements: B. L. Rosenstengel, D.D.S. (Penn.). 

Anatomical arch design: D. H. Jenkins, B.D.Se. (Q.), D.D.S. 

Different bite depths in eight-year-old twins: R. W. Halliday, B.D.S. (Syd.), 
D.D.S. (Tor.). 

Use of a removable arch for maxillary retraction: R. G. Henry, M.D.S. (Syd.). 

Simple fixed appliances: R. McGrath, M.D.S. (Syd.). 

Various set-ups of the edgewise mechanism. Johnson twin-arch appliance: K. T. 
Adamson, D.D.Sc. (Melb.). 
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An improved form of wing appliance: E. Storey, B.D.Sc. (Melb.). 
A simple lingual appliance for increasing lateral growth of the mandible during 
active growth periods: A. G. Parker, B.D.Sc. (Melb.). 


SILENT CLINIC. 

Prosthodontia: L. S. Beckett, M.D.S. (Syd.). 

aia see Contributed by the lecturers and clinicians of the Orthodontic 
ection. 


Operative Dentistry. 
Cavity preparation: J. Sagar, B.D.Se. (Q.), D.D.S. (Tor.). 


UNIVERSITY OF OTAGO, DUNEDIN, N.Z. 
CHAIR IN CONSERVATIVE DENTISTRY 

Applications are invited for this Chair. The Protessor will have charge 
of the Conservative Department of the National Dental School. 

The appointment is a full time one; salary £1,500-£1,800. 

Full information is available from the undersigned, or from the Registrars 
of other Universities in New Zealand or Australia. 

Applications to be sent to the Secretary, Association of Universities of the 
British Commonwealth, 5 Gordon Square, London, W.C.1., before 31st August, 
1950; duplicate copy to be sent to the undersigned. J. W. Hayward, Registrar. 


DENTAL JOURNALS REQUIRED 

Owners of a set of the “Dental Journal of Australia” from 1929 onwards 
are requested to communicate with the undermentioned Dutch Booksellers, with 
a view to a possible sale. The journals are required for a medical library, and 
offers should be addressed to Messrs. Swets & Zeitlinger, Boekhandel en 
Uitgevers, Keizersgracht 471 and 487, Amsterdam, Holland, who are handling 
the matter on behalf of their library-client. 


SOUTHERN DIVISION 

On Saturday and Sunday, 29th and 30th April, a most successful meeting 
of members of the Southern Division took place in Wagga. Welcome visitors 
to the city included four members of the Victorian Post-Graduate Committee— 
Dr. K. T. Adamson, Dr. Roy Cash, Messrs. Ron Newbury and R. N. Peverill, 
together with Mr. F. T. Herbert, Dental Secretary of the Australian Dental 
Association (Victorian Branch). The Division was also honoured by the 
presence at the meeting of Dr. E. R. Magnus, President of the New South 
Wales Branch of the Australian Dental Association. Thirty-three members of 
the Southern Division were present, including representatives from Albury, 
Narrandera, Cootamundra, Lockhart, Young, Deniliquin, Leeton, Tumut, 
Gundagai, Temora, Corowa, Berrigan, Allonville and Harden. 

The dentists attending assembled on Saturday at 10 a.m. at the City Council 
Chambers, where a reception was held, presided over by the Mayor, Alderman 
H. E. Gissing. 

By the courtesy of the Principal of the Wagga Teachers’ College, the lectures 
over the two days were delivered at the College, these being entitled :— 

Orthodontia for the general practitioner—Dr. K. T. Adamson. 

Pre-operative use of penicillin—What to do with the tooth that fractures 
when attempting to extract it—Dr. H. Roy Cash. 
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The preparation of the mucous membrane prior to surgery—Mr. C. R. 
Newbury. 

Practice management—Mr. R. N. Peverill. 

On Saturday evening, a cocktail party was held at the home of Mr. and 
Mrs. W. P. Riordan. The opportunity was taken to present Mr. Riordan, 
President of the Southern Division with a Ronson table lighter on behalf of 
the Division as a token of appreciation for his 11 years’ untiring service as 
President. 

Dinner at Romano’s Hotel followed the cocktail party. 

Sunday morning was devoted to golf and bowls, and luncheon was served 
at the Country Club, at the invitation of its President, Dr. L. A. Moxham. 

A buffet tea at the home of Mr. and Mrs. Gordon M. Cox was the finale to 
a most interesting and enjoyable meeting. 


Association Activities 


AUSTRALIAN DENTAL ASSOCIATION 


Extract from the Minutes of the Meeting of the Federal Executive held in 
Melbourne on Sunday, 7th May, 1950, at 11 am. 

Present: The President, Dr. W. Stanley Wilkinson, in the chair; Dr. J. V. Hall 
eee Dr. J. S. Baird, Mr. R. N. Peverill, and the Honorary Secretary, Dr. Gershon 

ennett. 

The President, on behalf of the Executive, conveyed felicitations to the Vice- 
President, Dr. J. V. Hall Best, on his admission as a Fellow in Dental Surgery, Royal 
College of Surgeons, England. 

The Vice-President, Dr. J. V. Hall Best, welcomed the President and conveyed the 
pleasure of the Executive on his recovery after an operation. 

Minutes: It was resolved that the minutes of the previous meeting held on 
17th October, 1949, be confirmed. 


Business Arising from Minutes: 

National Health and Medical Research Council—Sub-committee for Report on 
Dental Caries Control: The meeting was advised that Mr. H. R. Sullivan (N.S.W.), 
Dr. C. D. Hearman (Vic.), and Dr. J. A. Sagar (Qld.) had accepted membership of the 
abovementioned Sub-committee. 

A letter dated 11th April, 1950, was received from Mr. H. R. Sullivan, Convenor 
of the Sub-committee, requesting elucidation as to the form which the Sub-committee’s 
report should take. -In reply, regret was expressed at the fact the Sub-committee had 
not been fully informed of the work it was desired that they should undertake and an 
extract was quoted from the report by the A.D.A. representative (the Federal Presi- 
dent) to the Australian Dental Association on the 26th Session of the National Health 
and Medical Research Council, reading as follows:— 

“Arising out of a discussion on the necessity of according absolute priority to the 
prevention aspects of any attack on dental disease, it was decided to ask the Australian 
Dental Association to supply the Council with written matter which might serve as 
the basis of an educational campaign. The Council was informed by me, on behalf 
of the Association, that an expert Committee would be set up to do this, and that its 
report would be available for the next meeting.” 


Correspondence: 

National Dental Health: After discussion between members of the Executive it 
was resolved that the President should write to the Minister for Health stating that, 
in view of the fact that the Annual Meeting of the Association occurs in August next, 
he would like to have some indication of Governmental policy in regard to National 
Dental Health for submission to that meeting. 

A letter, dated 3rd January, 1950, from the Victorian Branch, was tabled in which 
that Branch gave notice of its intention to submit the following motion at the next 
meeting of the Federal Council :— 

“That ‘Grant-in-aid’, as previously outlined by the Victorian Branch, be incorpor- 
ated in any future policy of the Association in order to provide treatment for the 
children of parents who seek the services of private practitioners.” 

It was resolved that copies of this letter be forwarded to State Branches. 
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A telegram, dated 20th December, 1949, from the Director-General of Health was 
tabled, with reference to proposed conference with the Minister for Health. As a result 
of this, a letter was sent to the State Branches on 22nd December, 1949, which was 
approved by the meeting. Replies were received from all Branches and tabled. 

A letter from the New South Wales Branch, dated 7th February, 1950, was 
acknowledged, in which were enclosed copies of a statement issued by that Branch as an 
expression of its opinion on a National Dental Health Service. At the request of this 
Branch, the copies were distributed to the other Branches. Our reply, dated 20th 
February, 1950, was approved. 

Our letter to State Branches, dated 16th November, 1949, was approved, in which 
comments on the Goodes Report were requested. Such comments, when received, were 
distributed to other State Branches for information. 

Our letter to the N.S.W. Branch, dated 16th November, 1949, was approved, 
requesting that the thanks of the Working Party on the Goodes Report be conveyed 
to Mr. Robert Harris for his invaluable assistance in compiling the Report. 

National Health and Medical Research Council: A letter, dated 3rd April, 1950, 
from the National Health and Medical Research Council with reference to the appoint- 
ment of Dr. G. J. Cummins as a member of the Industrial Hygiene Committee of the 
Council was tabled. Our reply, dated 6th April, 1950, concurring in Dr. Cummins’ 
appointment, was approved. 

Fulbright Agreement: A letter to the Secretary, Department of External Affairs, 
dated 24th March, 1950, stating that several of our members are ‘interested in the 
provisions of the Fulbright Agreement, as they intend shortly to proceed to the U.S.A. 
for post-graduate studies, was approved. A reply, dated 28th March, 1950, was received, 
advising that enquiries regarding the Fulbright Agreement may be addressed to the 
Chairman of the Board of Directors, U.S. Educational Foundation in Australia, C/o. 
American Embassy, Canberra. 

Amendments to the Constitution: It was resolved that various letters received 
from the State Branches with reference to amendments to the Constitution be circu- 
lated to all Branches, with the request that they furnish the Federal Office with any 
further proposed amendments within seven days. It was resolved also that our cover- 
ing letter should suggest that a round-table conference be held at the expense of the 
State Branches with the object of enabling amendments, which will have a good pros- 
pect of being passed, to be submitted to a Special Meeting. 

On the recommendation of the President, it was resolved that at the next election 
of office-bearers, nominations for each office in turn will be called for by the President, 
and each nomination for that office will be dealt with in accordance with Section 5 of 
the Constitution in the order in which it is received. 

Official functions at Congress: A letter, dated 18th November, 1949, to State 
Branches, was approved suggesting that official evening entertainments at Congress 
be as few as possible, so as to allow advantage to be taken of the academic side of 
Congress. Replies from the Victorian and Tasmanian Branches, dated 13th December 
and 19th December, 1949, respectively, were tabled. 


Standards Committee: A letter to the Chairman of the Standards Committee, 
dated 24th November, 1949, giving details of resolutions passed at the Annual Meet- 
ing, October 17, 1949, was approved. The reply, dated 7th December, 1949, enclosing 
minutes of meeting of Standards Committee held on 25th November, 1949, was tabled. 

A letter, dated 28th February, 1950, from the Chairman of the Standards Com- 
mittee, advising the Federal Office of recent developments in the work of the Commit- 
tee, was tabled. This letter also requested a further grant of £10 towards the adminis- 
trative expenses of the Committee. Our reply, dated 3rd March, 1950, was approved. 
It was resolved that the payment of the sum of £10 towards the administrative expenses 
of the Standards Committee be authorised. 

A letter, dated 21st March, 1950, from the Chairman of the Standards Commit- 
tee was tabled, enclosing copies of the minutes of the meeting of the Standards Com- 
mittee held on 8th March, 1950, and also copies of the Australian Standard 
Specifications Nos. T1, T2, and T3. 

The following resolutions were passed :— 

(1) “That immediate and vigorous steps be taken in order that the Standards 
Committee of the Australian Dental Association shall be officially recognised as a con- 
sultant body to the Department of Trade and Customs, and to ensure that, before any 
application for the importation of expendable dental materials is refused, the advice 
ef this Committee is obtained by the Department.” 

(2) “In the event of an application for importation being refused by the Depart- 
ment, the Federal Officers may request the Standards Committee to investigate and 
comment upon the decision and may forward such a report direct to the Comptroller- 
General of Customs.” 
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Standards Association of Australia: It was resolved that the payment of £5/5/-, 
being renewal of the Association’s annual membership of the Standards Association 
of Australia, be authorised. 

Meetings—Australian Dental Association: A letter, dated 23rd February, 1950, 
was received from the South Australian Branch, stating that the South Australian 
Branch considers that Melbourne is the most central place for their delegates for 
meetings. 

British Dental Association—Annual Meeting, 1950: A letter, dated 1st February, 
1950, requesting the nomination of a representative of the Australian Dental Associa- 
tion for the abovementioned meeting was tabled, and our reply dated 28th March, 1950, 
a the A.D.A. nominated Professor Arthur Amies as its representative, was 
approved. 

International Dental Journal: A circular, dated 2nd March, 1950, was received 
from Cassell & Co. (Publishers), London, giving details of the official journal of the 
Federation Dentaire Internationale, and our reply was approved. 

It was resolved that the payment of the sum of £2/12/11, being one year’s 
subscription to the Jnternational Dental Journal, be authorised. 

Election of Federal President as Honorary Member, New South Wales Branch: 
A letter, dated 25th November, 1949, informing the President of this honour, was 
tabled, and the reply, dated 1st December, 1949, was approved. 

Flying Doctor Service: It was resolved that the payment of £1/1/-, being renewal 
of the Association’s annual membership to the Flying Doctor Service, be authorised. 

Proceedings of Congress: A letter, dated 4th October, 1949, from the Librarian, 
University of Adelaide, with reference to obtaining copies of Congress Proceedings 
was tabled, and the reply, dated 14th December, 1949, was approved. 

Dental Post-graduate Bureau: The Programme of Dental Post-graduate Courses, 
1949-50 received from the Dental Post-graduate Bureau, London, was tabled. It was 
resolved that the Bureau be requested to supply six extra copies of the Programme for 
distribution to State Branches. 

Balance Sheet—Australian Dental Association: A letter, dated 2nd November, 
1949, from the Victorian Branch regarding details of the disbursement of monies from 
the — Health Survey Fund was tabled, and our reply, dated 8th November, 1949, 
approved. 

Scale of charges for dental treatment of Service personnel by civilian dentists: 
A letter, dated 21st February, 1950, was received from the New South Wales Branch, 
requesting that representations be made to the Minister for Repatriation that the 
scale of fees for treatment of repatriation patients be increased. This letter enclosed 
a Schedule of Fees for treatment of repatriation patients. 

It was resolved that the Scale of Charges for treatment of service personnel by 
civilian dentists be obtained for comparison, and that this scale of charges, if accept- 
able, be sent to the Department of Repatriation with a request for its consideration 
and adoption. 

Interview with Senator McKenna (Minister for Health and Social Services) 
19th October, 1949: The report prepared by the Federal President in this connection 
was received, and the action taken endorsed. 

Twenty-eighth Session of the National Health and Medical Research Council: The 
report prepared by the Federal President on this Session was received, and the action 
taken endorsed. 

General Business: 

Annual Meeting, 1950: It was resolved that the Annual Meeting of the Australian 
Dental Association be held on Friday, 25th August, 1950, from 9.15 a.m. to 1 p.m., in 
order to enable members to attend the important afternoon clinical session on the 25th. 

It was further resolved that this information be conveyed to the Congress Com- 
mission, New South Wales Branch, with the request that appropriate arrangements 
be made. 

Accounts: 

Consideration of the basis of apportionment of expenditure incurred on behalf 
of both the Current Account and the National Dental Survey Fund: It was resolved 
that the allocation of expenditure incurred in connection with the Association’s Current 
Account and the National Dental Survey Fund, based on the amount of work done, be 
approved as follows:— 


Current A/c. N.D.S.F. 
25% 


1st Aug., 1949, to 2nd Nov., 1949 
8rd Nov., 1949, to 8th Mar., 1950 


consideration of the method of meeting the expenditure of the National Dental Survey 
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Fund: At 2nd May, 1950, this account was overdrawn by £197/5/5. It was resolved 
that no extra levy be made to reimburse the National Dental Survey Fund, but that 
the amount overdrawn be paid out of the Current A/c. 

The Honorary Treasurer, Mr. Peverill, presented an Analysis of Expenses and 
Budget for the period ending 31st April, 1951, together with a report setting out the 
financial position of the Association. It was resolved that a letter in the following 
terms be forwarded to State Branches:— 

“Arising out of the submission of the Treasurer’s Report and Budget to the 
Federal Officers, you are now informed that, in their opinion, an increase in revenue 
will be necessary for the future conduct of the affairs of the Association.” 


NEW SOUTH WALES BRANCH 


Extract from the Minutes of the Meeting of Executive Committee held in the 
Council Room, B.M.A. House, 135-137 Macquarie Street, Sydney, on Monday, 8th May, 
1950, at 7.30 p.m. 

Present: Dr. E. R. Magnus, Dr. A. G. H. Lawes, Dr. F. E. Helmore, Dr. R. M. 
Cloutier, Dr. J. V. Hall Best, Mr. N. E. Edney, Mr. H. M. Finnie, Mr. W. A. Grainger, 
Mr. R. Krauss, Mr. R. Y. Norton, Mr. F. R. Reid, Mr. J. W. Skinner, Mr. H. R. 
Sullivan, Mr. R. W. Wilson, Mr. L. Mackenzie, Mr. C. D. Reynolds, Dr. A. G. Rowell. 

Apologies: Mr. R. G. Leeder, Mr. Ralph Tompson, Mr. S. H. Neal, Dr. J. D. Benson, 
Dr. J. D. Oddy. 

In Mr. Robert Harris, Secretary. 

Minutes: The Minutes of the meeting held 17th April, 1950, were signed as a 
correct record. 

Business Arising from Minutes: 

Delegates from Divisions Meeting: The Secretary reported that the Delegates 
from Divisions Meeting had been arranged for Monday, 5th June, 1950, and that all 
Divisions had been notified of this and, further, that the Southern Division had 
intimated that it would not be sending representatives as the meeting was not 
considered necessary. 

Reports from Committees: 

Divisions: The Chairman of the Divisions Committee, Mr. Krauss, reported that 
the North-eastern Division planned to hold a convention during May. 

The President stated that he had visited Wagga Wagga during the weekend, 
29th-30th April, 1950, for the Southern Division’s meeting at which four clinicians 
from Melbourne gave excellent clinics and at which forty members were present. 

Survey of Fees: The report of the Survey of Fees Committee having been cir- 
culated, Mr. Skinner, the Chairman, commented on the figures and the method of com- 
pilation; he drew attention to the uniformity of the figures received from all areas 
with the exception of the city and reported that it had been found that new graduates 
were charging higher fees than the older members. Consideration was then given to 
the question of how the information obtained from the returns could be given to the 
members and the advisability or otherwise of publishing the figures. 

It was resolved that Mr. N. Peverill, of Melbourne, be approached to give a lecture 
at the June General Meeting similar to the one he had recently given at Wagga Wagga; 
that the survey of fees figures be given to Mr. Peverill for inclusion in his lecture, and 
that a member of the Survey of Fees Committee be asked to correlate information and 
be prepared to open the discussion at the meeting. 

The question of dissemination of the information to country members in particular 
was considered and it was suggested that the increase percentages be published either 
in the Journal or in a statement for circulation. 

It was resolved that the matter of the ways and means of disseminating this 
information be referred back to the Survey of Fees Committee for report back to the 
next meeting of the Executive Committee. 

Syllabus: It was resolved (1) that permission be granted for Dr. Cloutier and 
Dr. C. H. Graham to lecture on the 27th and 28th May, 1950, at the meeting of the 
North-eastern Division; (2) that permission be granted for Dr. Magnus and Dr. Rowell 
to lecture on the 27th and 28th May, 1950, at the meeting of the Western Division. 


Membership: 

New Members: It was resolved that the following dental practitioners, whose 
applications were in order and who had paid the requisite subscriptions, be admitted 
to membership of this State Branch as from 8th May, 1950:— 

Abbott, Bruce; Anderson, Patrick Joseph; Chapman, Stuart Morton; Cotton, 
Charles Leslie; Fowler, Geoffrey James; Dyson, Bruce Crosby; Heard, Charles Robert; 
Jauncey, James Lindley Crawford; Jones, William Dallas; McGee, Grahame Andrew; 
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McManus, Leslie Alfred; Shanks, Peter; Stewart, Robert John; Symons, Allan Wesley. 

Resignations: It was resolved that the resignations of Mr. J. F. Reading, B.D.S., 
and Mr. G. T. Hutchinson, B.D.S., be accepted as from 31st December, 1950, and that 
the resignation of Mr. J. P. Byrne be accepted as from 31st December, 1949. 

Deceased: It was noted with regret that Mr. Reginald Reuben, of Strathfield, and 
Mr. F. G. Middleton, of Sydney, had died on 18th April, 1950, and 17th April, 1949, 
respectively. 
Correspondence: 

Professor Bradlaw: A letter, dated 22nd April, 1950, from Professor R. Bradlaw 
expressing appreciation of the hospitality and kindness he received during his visit 
to Sydney, was read and received. 

Professor Arnott and Dr. Hall Best: Letters, dated 21st and 23rd April, 1950, from 
Professor A. J. Arnott and Dr. J. V. Hall Best, thanking the Executive for their hospi- 
tality in entertaining them to dinner, were read and received. 

Australian-American Association: A letter from the Australian-American Asso- 
ciation, asking for a donation towards the memorial to America to be erected in 
Canberra, was read. 

It was resolved that publicity to this appeal be given in the next issue of the 
Dental Journal of Australia. 

Flood Damage: 

The Secretary reported that he had written to the Divisions enquiring if any 
members had suffered damage to property as a result of the recent floodings and had 
received replies from the Western and Southern Divisions indicating that no damage 
had been sustained. 

Federal Constitution: 

A letter, dated 24th April, 1950, from Dr. J. V. Hall Best was read making sug- 
gestions for additional amendments to the Federal Constitution. It was suggested that 
a drafting committee consisting of representatives from, say, two States, should be 
appointed to consider the whole Constitution and re-draft the necessary clauses, but 
it was submitted that the other four States might not be satisfied with this arrange- 
ment, particularly as it was understood that South Australia had already gone into 
the whole matter. 

It was resolved that this Executive accept in general principle the headings as set 
out in Dr. Best’s letter under which the Constitution needs amendment and that the 
Federal Office be advised accordingly. 

Congress Commission: 

Dr. Hall Best reported that the clinical programme of Congress was to be finalised 
on Friday and that action was being taken to get some sections into satisfactory form; 
a letter from Admiral Rault had intimated that the United States Naval Delegation 
will not be coming to Congress; Mr. Bastian had offered to give a lecture; Dr. Terrell 
had suggested bringing a tape recording; Dr. Kelsey Fry will not be coming to Con- 
gress; American, Canadian and New Zealand Dental Associations will be represented, 
but so far the British Dental Association has not yet appointed a representative. 

This report was received. 

The meeting terminated at 10.45 p.m. 


WESTERN DIVISION 


A General Meeting of the Western Division was held at the Hotel Canoblas, 
Orange, on 27th May, 1950. 

Sixteen members of the Division attended, as well as Dr. E. R. Magnus, President 
of the New South Wales Branch of the Association. 

The minutes of the General Meeting held on 13th November, 1948, were confirmed. 

It was moved and seconded that the Annual Meeting be held to coincide with the 
visit of Dr. Terrell. 

A discussion of subjects on the Agenda for the forthcoming House of Delegates 
Meeting was held. The Delegates were instructed to support the following items:— 

(a) that the procedure of the first meeting of the Central Executive after the 
annual elections be altered to allow the election of additional members under 
Article 25A to take place prior to the election of the President for the year; 

(b) organisation of country congresses. 

Dr. Magnus presented a paper on “Non-vital Teeth in Relation to Systemic 
Disease.” Dr. Rowell followed with a paper on the “Vertical Dimension and the Effect 
of its Loss on Edentulous and Partially Edentulous Patients.” 

The meeting concluded and members adjourned to a dinner held at the Standards 
Hotel. 
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Prepared to a 
prescription worthy of 
your recommendation! 


INCENT'S A.P.C 


is prepared to the original 

hospital prescription first 

prescribed by the Medical Superintendent 

of one of Australia’s largest public hospitals. 
Because the medicinal value of the constituents of 
VINCENT’S A.P.C Powders and Tablets is recognised and 
the worth of their therapeutic action has been proved 
for over 30 years, we would ask you to give 
consideration to prescribing VINCENT’S A.P.C. 


WHEN TO PRESCRIBE VINCENT’S A.P.C 
1. BEFORE PATIENT appears at the Surgery, to reduce the 
fear complex usually associated with dental operations. 
2. AFTER OPERATIONS, to alleviate post-operative pain. 
3. FOR RELIEF OF HEADACHES, either from neuralgic 
or systemic origin. 


VINCENT’S contains Aspirin to relieve the pain, Phenacetin to 
reduce the temperature and Caffeine to stimulate the nervous system. 


Recommend Vincent's A.P.C with Confidence! 


Say you saw it in ‘‘The Dental Journal of Australia’’ 
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It is over one hundred years ago, since the firm of Flavelles 
was established in Sydney .... the first in Australia 
to seriously make a study of the material needs of the 
Dental Profession. To-day, Flavelles Dental Pty. Ltd. 
is carrying out the ideals of its Founders, by giving a Service 
in keeping with the true tradition of men of courage and 
vision, for it was upon Service that the Flavelle organisation 
was built. 


Service is not a product that can be packed and wrapped 

. it is something that can only be developed by con- 

scientious and tireless effort and the moral obligation to 
“ Keep Faith.” 


To you, Flavelles pledges the continuous efforts of 
members of its organization in carrying out a real Service, 
in accordance with high ideals of The Dental Profession 
in Australia. 


PFT. LTD. 


SYDNEY, MELBOURNE 


and NEWCASTLE 
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see 


The Denpro Chair 


on Display 
STAND No. 9 EXHIBITION 


LOWER TOWN HALL 
Twelfth Australian Dental Congress 
SYDNEY 


@ The Queensland University 

Dental College, Brisbane, 
recently installed 50 Denpro 
Chairs in their new sur- 
geries. 


@ A 12 months’ 
Guarantee goes 
with each Chair. 


Immediate Delivery 
Manufactured by 


DENTAL PRODUCTS PTY. LTD. 
GEBBIE STREET, MAYNE 
BRISBANE 


QUEENSLAND AUSTRALIA 


ASK YOUR DENTAL SUPPLY HOUSE FOR A DEMONSTRATION 
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INCOME PROTECTION 


All Sickness and Accident Cover 


AUSTRALIAN. 
PROVINCIAL 
_ ASSURANCE, 


53 MARTIN PLACE | 
SYDNEY 


INSURE YOUR HEALTH 


£10 or £12 per week for disablement by any sickness or accident. 
Special protection for forefingers and thumbs. 


Air Travel on registered civilian air route covered without extra charge 
—and many other benefits. 


For further particulars ... 


The Australian Provincial Assurance Association Ltd. 
53 MARTIN PLACE, SYDNEY 
BW 4201 (5 lines). 
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JUST I 
SUGGESTS 


Gives a perfect impression of 


MUCO-SEAL 


the tissues in rest position. 


Cleans wax off teeth—cleans 
wax off investment. 


ELIMINATOR Especially prepared for use wit 


acrylic teeth and fully recom- 
mended for its absolute safety. 


Are the Hardest, Strongest, 
Densest plastic teeth ever made ; 
DENTA-PEARL are duplications of natural teeth— 


CYCLO-MOLD | reproductions. 
TEETH 


Unconditionally guaranteed for 
full dentures and all prosthetic 
cases. 


Prime Distributors in Australia: 


ASSOCIATED DENTAL PRODUCTS PTY. LTD. 
Melbourne Sydney Adelaide 
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Philips mobile, shockproof 

Model 1B dental] X-ray unit is 

backed by 50 years of service to 

the dental and medical professions. It’s a 
dependable unit — sturdily constructed for heavy 
duty. Its ball-bearing casters assure easy 
mobility. It has a K.V.P. range of 50 to 

70... it is easy to operate . . . in every 

way it is suited for all intra-oral 


and extra-oral radiography. 


PHILIPS 
PHILIPS ELECTRICAL INDUSTRIES OF 
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You control the time factor when you use 
“Kallodent” denture base materials. At 60°F “Kallodent” 222 
gives a working time of two hours; “Kallodent” 333 gives 12 
minutes. But a blend of the two, in varying proportions, will give 
you the choice of any working time between these limits. 


You can make the fullest use of this “Kallodent” versatility 
because you can always depend on the behaviour of “Kallodent” 
under given conditions. Every phase of production is controlled 
with mathematical precision by the man who first evolved “‘Kallo- 
dent” in the I.C.I. laboratories. And every stage of processing 
has been standardised for you, after exhaustive research, by our 
dental department. The skill of the scientist is an invisible 
ingredient in every “Kallodent” pack. That is why 


*“*KALLODENT”’ 


is consistent 


“KALLODENT”’ 222 “KALLODENT”’ 333 


Slow doughing, for all Quick doughing, for tem- 
climates. perate and cold climates. 


A full and free technical service is available at your requesi 
IMPERIAL CHEMICAL INDUSTRIES OF AUST. & NEW ZEALAND LTD 
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Pa , n is the last straw that breaks the patient’s fortitude. 


The more promptly he can be relieved of pain the 
greater will be his appreciation and the more lasting 
his confidence in the dentist. 

VEGANIN serves as a satisfactory and comprehensive 
treatment for all types of dental pain, and it may be 
used profitably as a sedative before extractions. 
Therapeutically considered, Veganin fills a well- 
defined need in dental practice. 


Veganin Tablets are supplied 
in tubes of 10 and 20 tablets. 


Quantities of 100 tablets are 
available for Professional use. 


WILLIAM R. WARNER & CO. PTY. LTD., 
508-528 RILEY STREET, SYDNEY, .N.S.W. 
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Dental, Medical, 
and Technical Printing 


YOUR STATIONERY .. . should 
Reflect the Dignity of your Profession 


When requiring Memorandum of Fees Forms, Record Cards or any kind of 
printed stationery, ask for our representative to call—we can assure you of 
quality and distinction at a moderate price. 


Technical pevasing receives our special attention, and our extensive and 

exclusive range of matrices for the printing of formulae, Greek and mathe-. 
matical signs and tabular matter enables us to execute this class of work at 

economic prices. 


SIMMONS LIMITED 


31-33 PARRAMATTA ROAD (Opposite University Oval) GLEBE. 
Phones : MW 2676 (4 lines). 


Local Anaesthesia 


No longer a luxury, but a recognised medium in mod- 
ern practice. A comfort to operator and patient alike. 


For Perfect Results, use : 


Dentosthetic Procaine 
(In two strengths: 1/1600 and 1/3000 adrenalin) 


Dentosthetic Cocaine 
Anaesthetic of outstanding merit 


Obtainable from all regular Dental Depots or the Distributors : 


KEMP & LIDDELL PTY. LIMITED 


“Newlands House” 
e 141-143 ELIZABETH STREET, SYDNEY 
Phone : M 6794 
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CLEMENT'S ELECTRIC 
ASPIRATOR 


(SUCTION UNIT) 
MOUNTED ON TROLLEY 


For Use in Exodontia and 
Oral Surgery 
Adequate Suction necessitates the removal of large 
quantities of air to maintain sufficient negative 
pressure to be effective. 


Quietness and Long Life necessitate slow-moving 
parts. 


This pump fulfills the above requirements, as it has 
large capacity, 40 litres of free air per minute, high 
vacuum, 29.7” H.G., and low speed, 350 r.p.m. 
Vacuum Control can be fitted if required, so that 
suction can be set to any required degree, from the 
gentlest suction up to 29.7” H.G. 
ADVANTAGES IN USE 
Sponging with consequent risk of traumatization is eliminated. 
Visibility of operative field is maintained by rapid removal of blood, saliva, etc. 


During anaesthesia, rapid removal of debris is essential to eliminate risk of inspiration 
of foreign matter into the lungs. 


H. |. CLEMENTS & SON 


XB 3492. 62/64 Pacific Highway, St. Leonards, Sydney. 


Faulding’s 


ISOTONE LIQUID 


Clinical demonstrations have shown Isotone Liquid to 
fulfil our expectations. 


Reports from practitioners throughout the Common- [iS iy 
wealth speak highly of its rapid and profound OTONE y 
anaesthesia with total absence of toxosis and unplea- 
sant post-operative troubles. 


Isotone Liquid possesses all the qualities of a freshly 
solution, and its self-sterilising non-toxic 
ase ensures its keeping properties. 


Isotone Liquid represents 2°% Procaine Hydrochloride, 
1-40,000 Adrenalin Chloride in an isotonic isoionic 
(pH 6.5) self-sterilising base. 


2-0z. Vacuum Sealed Bottles ee 4/2 each 
Less 10% for | dozen bottles. 


F. H. FAULDING & CO. LIMITED 


Adelaide :: Perth :: Melbourne :: Sydney :: Brisbane and London 
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Use in Dentistry 


OXYCEL designates oxidized cellulose prepared 
from various materials, such as gauze or cotton 
by a special process of oxidation which converts 
unoxidized cellulose into polyanhydroglucuronic 
acid—an absorbable haemostatic chemical. 


OXYCEL, supplied as individual, sterile pads, 
effects prompt haemostasis when applied to 
oozing surfaces, and when left in contact with 
incised tissues is readily absorbed. When wet 
with blood it becomes slightly sticky and swells, 
forming a dark-brown, gelatinous mass. As_ 
soon as this discolouration occurs, bleeding 
usually ceases. 


Most dentists cut Oxycel into nine equal pieces 
and place them in a sterile amalgam bottle ready 
for use. 


FURTHER PARTICULARS ON REQUEST 


PARKE, DAVIS & CO. 


G.P.O. BOX 4198 SYDNEY 
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THE NEW 


Acryl Art 


(ACRYLIC) 


ANTERIORS & 
POSTERIORS 


have 
these outstanding 
features :— 


@ Perfect Translucency @ 7 Natural colours 
@ Delicate Fault Lines @ Extra Density and Hardness 
@ 30 Well designed patterns @ Truly lifelike appearance 


The tooth of tomorrow — Today 


Acryl Art 


Obtainable from the following Sydney Dental Houses :— 


Harcourt Neil Dental Co. Associated Dental Products 
Wilcla Dental Co. Bray Dental Co. Arentz Dental Co. 
Cluett Dental Co. 
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Designed to 
let you 
stand in 


comfort 


For a large part of your day you must stand at the chair- 
side, but if the chair is a Sterling Chair every minute of the 
time you can be standing in comfort. 

The low-high range is 9} inches, so that there is never any 
occasion for undue stooping or stretching. If you desire to 
turn the chair to the right or left, you can do so with 
complete ease. If you find it more convenient to have the 
patient lying well back rather than sitting upright, you can 
adjust the chair as necessary in a matter of seconds. 

The head-rest can be of the sectional or rolltype, as preferred. 
The arm-rests can be moved outwards or inwards over the 
seat, or dropped right down out of the way. All movements 
are easily made, and are smooth and positive in action. 
Finishes: Black, Neptune Green, Ivory Tan, White. Orders 
executed in rotation. See your dealer to-day. 


THE 


terling 
SINGLE CYLINDER CHAIR 


Made in England 


THE AMALGAMATED DENTAL CO. LIMITED (INCORPORATED LONDON, ENGLAND) 
124, Exhibition Street, MELBOURNE and at 160, Castlereagh Street, SYDNEY 
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The key 
to a better 
Dental Practice 


Increase your practice; banish your 
patients’ fear of pain and discomfort; 
ensure proper dental care through 
patients’ more regular attendance. 
Nitrous Oxide-Oxygen anaesthesia 


opens the door to a successful dental 
practice. 


‘Phone today for literature. 


ANAESTHESIA 
WITH NITROUS 
OXIDE-OXYGEN 


C.1.G. (New South Wales) PTY. LTD. 
138 Bourke Rd., Alexandria, N.S.W. 
‘Phone: MU 2211 
A subsidiary of The 
Limited, Sydney 
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«s harmonious pattern of contrasting 
form and color brought to its ultimate 
of beauty by a transparent cap of dew. 


Dr. Myerson’s teeth are made to follow nature’s own formula where beauty 


of form is combined with nature’s own dentine colors showing softly and 
lustrously through a transparent enamel. This remarkable duplication of 
nature’s beauty is integrated with maximum ceramic strength. This 


masterpiece has been imitated the world over but never equalled, 


J 
Da. Myerson 
TRUE-BLEND ANTERIORS e TRUE-KUSP POSTERIORS 


IDEAL TOOTH INCORPORATED, CAMBRIDGE 39, MASS. 
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Dental Anaesthetics 


PREMOCAINE (Procaine Solution)... 

.. in | tb, and 4 oz. bottles 
STERICAINE (Cocaine Solution)... 

. in | Ib. and 5 oz. bottles 


NOVUTOX, in 2 oz. bottles 
NOVUTUBES, 2% and 3% in boxes of 100 


FOR YEARS HAVE RETAINED THEIR HIGH 
STANDARD AS DENTAL ANZASTHETICS 


Good news for the 


users of 
GYPSOGUM 


THIS UNEXCELLED IMPRES- 
SION MATERIAL IS AVAILABLE 
FROM OVERSEAS AGAIN 


For All Your Dental Requisites 


MILNE BROWNE & CO. LTD. 
Sydney: 114-120 Castlereagh Street a Brisbane: 235 Edward Street 
’Phone: M 4891, five lines ’Phone: B 6617 and B 876! 
Telegrams: MILNEBROWN 
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ls evellable in os. ond botties 
FROM THE PRINCIPAL SUPPLY 
HOUSES 


GARRETT DAVIDSON & epoca PTY. LTD. 


MITES, 7582 HATTON Lompom, 


Say you saw it in ‘‘The Dental Journal of Australia’’. 


LABORATORY AND cuinic 
new Six Eighty Dental Alloy hs been developed in 
che johnson Matthey Research Laboratories as2 result si 
of 3 detailed investigation into the chree principal factors S 
governing tne behaviour of dental com 
position» particle size and heat rreatment: Along series of 
clinical grials WS carried and the final product thus 
incorporates the results of poth intensive merallur 
research and extensive practical experience The alloy: 
which conforms to the requirements of the America" a 
Dental Association gpecification No. | for dental amaiga™ 
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‘PENTA-VITE’ Infant and Adult Formulae have now been 
reformulated to provide the latest recommendations for 


daily vitamin allowances for each age group as published by 
the National Research Council of U.S.A. (Nutr. Revs. 6, 
319—1948). 


Advantage has been taken of newer solubilising agents to 
improve the flavour of these products whilst retaining the 
important water-miscible, fat-free presentation which per- 
mits optimal absorption, particularly of vitamins A and D. 


While packing and prices are unchanged this reformulation 
necessitates a change in daily dosages and dosage costs 
are generally reduced. 


Ethical Division, 
NICHOLAS PTY. LTD. 


P.E.4, 
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YOUR HANDS ARE YOUR FORTUNE 


The unique qualities of “Brophy SO PROJEC] 
Greaseless rophylactic Hand- 


cream” make it very desirable for 


dentists and nurses whose hands 
are so often in water. It keeps the 
hands smooth and soft, and pos- p 


sesses the action of sealing against 
infection. Also valuable in a num- 
ber of skin conditions. 


Supplied only to, and formulated 
expressly for, the Medical, Dental 
and Nursing Professions. 


Professional Price: 


4/6 JAR—Obtainable Dental De- 
pots and Surgical Supply Houses. 


NEW: Large 12-o0z. Jars for large 
Surgeries, Hospitals, etc., at 12/6. 


reaseless Srophylactic 
HAND CREAM 


Brophy Laboratories, Santa Monica, California 
Australian Distributors: J. L. BROWN & CO., Melbourne 


Say you saw it in ‘‘The Dental Journal of Australia’’. 


4 
4 
| 
x 
: 


The Dental Journal of Australia, June, 1950 


PORTEX 


“Co-pol” Denture Base 


Ethyl-methyl methacrylate Co-Polymer 


FRACTURE-RESISTANT 


having all the well-known attributes of acrylics 
PLUS very much greater RESILIENCE 


(Light, Mid and Dark Pink and Clear) 


NOTE 


Portex Standard 
Denture Base 
has 
been 


discontinued 


From All Dental Supply Depots 


Wholesale Distributors: 


PAUL WITZIG & CO. PTY. LTD. 


55 YORK STREET, SYDNEY 


Telegrams: Box 1352, G.P.O., Telephones: 
Witzigo, Sydney SYDNEY BX 3147 
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SIMPLEX renrocrv 


@ THE PROVEN COLD-CURING ACRYLIC 
@ FOR QUICK REPAIRS, PERMANENT RELINES, ETC. 


REGULAR SHIPMENTS NOW ARRIVING 
AVAILABLE FROM ALL DENTAL DEALERS 


STANDARD BOX, pink or clear, powder and liquid 24/- 


DENTAFIL 


THE MODERN ACRYLIC FILLING MATERIAL 


ENTIRELY SELF CURING — HARD — RESILIENT 
10 SHADES TO MATCH ALL ANTERIORS OR POSTERIORS 
Incl. Nos. 20 (Light), 21 (Light Yellow), 24 (Med. Grey), 28 (Yellow) 


STANDARD BOX (powder and liquid) .. .. 35/- 
3-colour assortment, 52/-: 10-colour assortment 159/- 


Manufactured by DENTAL FILLINGS LTD., LONDON 


Pioneers and Leaders in Dental Materials 
Oxyphosphates, 1902; Astralit Porcelain, 1905; Petralit, 1921 


For Technical Data, Shade Guides, Literature, apply to the 


Sole Wholesale Distributors: RUDOLF GUNZ & Co. PTY. LTD. 
llc CASTLEREAGH STREET, SYDNEY. AND AT MELBOURNE. 


We are also wholesale agents for: 


RANSOM & RANDOLPH, TOLEDO (Morse Scalers, Oxpara, etc.) 

COTTRELL & CO., LONDON (Hypod. Needles, Bristles, etc., etc.) 

PRODUITS DENTAIRES, SWITZLD. (Paper Points, Root Instruments) 
and many other specialities. 


PLEASE CALL AT OUR STAND AT THE CONGRESS TRADE EXHIBITS 
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CO-AG ana CO-AG-SED 


CLINICALLY-PROVED DENTAL HAEMOSTATICS 


..+ For Positive Control of Haemorrhage and 
Relief of Post-Operative Pain & Soreness 


REASONS WHY Fully proved by clinical test, for the prophy- 
you may prescribe or laxis and treatment of dental haemorrhage. 
use CO-AG and CO- Co-Ag is orally administered and quick in 


action. 
AG-SED with Non-toxic, non-irritant, entirely reliable. 
CONFIDENCE 


Co-Ag gives positive haemorrhage control. 
“Co-Ag-Sed quickly relieves post-operative pain. 


Co-Ag-Sed allays natural stiffness and sore- 
ness. 


MEDICUS CO-AG and CO-AG-SED are indispens- 
iti MEDICUS 
PRODUCT No. 2 able to the busy practitioner. They are oo. 5 a 


CO-AG available from Chemists and Dental CO-AG-SED 
Depots. TO RELIEVE 
TION AND 
TREATMENT OF DENTAL PAIN 


DENTAL MEDICUS LABORATORIES 
HAEMORRHAGE 


HAEMORRHAGE 


73 YORK ST., SYDNEY. Phone BX1991 


9a.m.7olp.mM 2P.M.706PM. 


4 


LOCAL MEDICATION 


» Obtainable through your chemist only. In boxes of six pieces, 
each piece containing 5,000 i.u. penicillin {calcium salt). 


Mee” ALLEN & HANBURYS (Australasia) LTD 


Reg. Office, N.S.W.: 418 Elizabeth St., Reg. Office, Vic.: 21 Spring St., Melbo » C.1. 
Surgical Instruments & General S 2 Hunter St., Sydney; 21 Spring St., Melboaras, c.1, 
Queensland Distributors for A. & H.: Surgical Supplies Ltd., 428 Queen Street, Brisbane. 


4H.4.HeP 
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YOU 


can recommend 
with confidence 


for the gums 


Recognised for many years by 
the medical and dental profes- 
sions for its value in the treat- 
ment of pyorrhoea-threatened 
cases, Forhan’s may be recom- 
mended to patients for regular 
daily use with every confi- 
dence. 


Forhan's advertising directed 
to your patients consistently 
advocates regular visits to their 
dentist, as well as twice-daily 
massaging of gums and brush- 
ing of teeth with this, the only 
dentifrice containing R. J. For- 
han's D.D.S., special anti- 
pyorrhoea astringent. 


Australasian Agents: 


The Sheldon Drug Co. Pty. Ltd. Sydney 
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Round-ended N ylon Bristles. 


Now made 
with... 
ROUND-ENDED 


NYLON 


Knife-cut Nylon Bristles. 
FROM UNRETOUCHED MICRO-PHOTOGRAPHS. 


5 


ADDIS—the oldest firm of toothbrush makers in the world—have 
pioneered many improvements in their efforts to produce the perfect 
brush. We feel sure you will agree that the features set out below 
make the improved Wisdom, the toothbrush which will meet all 
requirements of the dental profession. 

(1) It is filled with nylon strands that have been individually rounded 


on the ends. Round-ended nylon helps to safeguard tooth enamel and 
enables gums to be massaged vigorously but safely. 


(2) Tufts are widely spaced to penetrate between the teeth—thus reaching 
all gum surfaces. 


(3) The double-angle handle affords comfortable hand control and enables 
“bristles to reach awkward corners easily. 


1217 
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“Trilene” Brand of Trichiorvethylene 


For Anaesthetic or Analgesic 


“Trilene” is a specially purified and stabilised form of trichloroethy- 
lene prepared by Imperial Chemical (Pharmaceuticals) Limited for 
anaesthetic and analgesic purposes. It may be employed as an anaes- 
thetic to maintain a light plane of narcosis or as an analgesic without 
loss of consciousness. Administration is safe, rapid, and pleasant and 
recovery is usually without any unpleasant after-effects. It will thus 
he noted that “Trilene” is invaluable in dental practice. 


Literature available on request. 
A PRODUCT OF 
IMPERIAL CHEMICAL (PHARMACEUTICALS) — LTD. 
(A subsidiary of Imperial Chemical Industries Limited) MANCHESTER, ENGLAND 


Marketed in Australia by 


IMPERIAL CHEMICAL INDUSTRIES OF AUST. & N.Z. LTD. 


ALL CAPITAL CITIES AND WELLINGTON, N.Z. ae 
-FA 


Say you saw it in ‘‘The Dental Journal of Australia’’ 


4 
xli 


The Dental Journal of Australia, June, 1950 


FREE DELIVERY TO ALL STATES 


(ESTAB,. 30 YEARS) 


“For Quality and Economy 
in all your Printing.” 


All kinds of Dental 

Stationery and Chart Cards. 

Let us know your requirements 

and samples with prices will be sent. 


267 GEORGE STREET, SYDNEY 
FJ 1041 (2 tines) 


ADVICE to your PATIENTS 


How delighted your patients are with the fresh, natural 
brightness of their dentures when they first get them! If 
this appearance is retained, they are all the more pleased. 
But such a happy result necessitates proper care from the 
start. For guidance on this, your patients naturally look 
to you. 


Advise them to adopt safe and effective 'STERADENT' 
for keeping dentures scrupulously clean and thorodghly 
sterilized, and you will earn their gratitude. 


'STERADENT' is completely safe for all dentures, 
including acrylics. 


Steradent 


REGD. 
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This modern factory depicts the remarkable growth of scientific dental 
manufacturing in Australia during the past fifteen years. 


SIL-ORA DENTAL PRODUCTS 


Alexandria, N.S.W., Australia 


Manufacturers of: 


Articulating Paper; Brown, Pink and Extra Thick Base- 
plates; Aluminium, Clear and Pink Bite Waxes; Cavity 
Lining; Cup-Ora Metal; Desensitizing Paste; Dentishine; 
Devitalizing Paste; Denset; Impocoll and Mixing Guns; 
Investments; Impo Cream; Impo Paste; Brown, Pink, 
White and Elastic Impression Compositions; Blue and 
Acrylic Inlay Waxes; Linen Strips; Mummifying Paste; 
Modelling Waxes; Paper Discs; Plastic Aluminium Tray 
Outfits; Prophylaxis Paste; Pulpara; Sil-Ora Metal; 
Sticky Waxes; Tracing Sticks; Gold Casting Wax; Wax 
Shapes, etc., under the SilOra and Impo Trade Marks. 


Australasian Distributors: 
L. & R. Handpieces, PeO Fine Diamond Instruments, Svedion Chrome 
Cobalt Alloy, Svedia Products, Palalux, etc. 
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DENTAL CONGRESS 1950 


It is only 5 minutes walk from Sydney Town Hall 
(via Bathurst or Park Sts.) to 206 Castlereagh St., 
where is located 


The Commonwealth Dental 


SUPPLY COMPANY PTY. LTD. 


THE 


DENTAL HOUSE 


NOTED FOR ITS SERVICE TO 
THE DENTAL PROFESSION. 


All Members of the Dental Profession 


: will be cordially welcomed 
at the 
Commonwealth Dental 


206 CASTLEREAGH STREET. SYDNEY 
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